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PART ONE 
PROFESSIONAL AUDIT
2. Academic
2.1 Aims
To enhance academic competence in three specialist areas of clinical psychology so as to develop the 
services offered by the department or profession.
To broaden the areas in which the department can offer professional expertise and thus provide a high 
quality service to its users over a wider range of specialist areas.
To increase knowledge in areas where current knowledge is lacking or in need of updating.
2.2 Objectives
To complete three critical academic reviews, one for each of the three specialist areas,
a) To acquire specialist knowledge in three areas:
1. A critical review of the role of the family in the management of chronic pain.
2. A critical review of the role of psychological factors in acute pain.
3. A critical review of family orientated psychosocial interventions used in working with
people with schizophrenia.
b) To attend continuing professional development training workshops presented by the Clinical
Psychology Continuing Professional Committee or by the University of Surrey, as appropriate 
to the aims.
2,3 Rationale
Within my current clinical work I have cases which challenge both myself and my department 
academically. Therefore I need to academically update myself and the department in family orientated 
interventions used in working with people with schizophrenia, the role of the family in the management 
of chronic pain and the role of psychological factors in acute pain. The former will enable me to offer 
an expert service to the clients and consultancy to other professionals who fall into these different 
categories.
It is hoped that the new knowledge gained from this work will enhance the service provided to clients 
of the Pain Management Service (PMS) and Community Rehabilitation Support Team (CRST).
Secondly, as part of quality management there is a need for the PMS to be academically up to date 
with the literature focusing on factors that afreet chronic and acute pain, as well as the CRST to be 
aware of different types of family orientated interventions used for clients with schizophrenia.
2.4 Plan
1. A review of the role of the family in the management of chronic pain.
To be completed by 31.05.95.
2. A review of the role of psychological factors in acute pain.
To be completed by 31.07.95.
3. A review of family orientated interventions used in working with people with schizophrenia.
To be completed by 30.09.95.
4. Attendance at University of Surrey workshops as part of 3rd year training and the Psych D. 
Topics to be decided.
3. Clinical
3.1 Aims
To increase personal professional competence or to develop the services offered by my department or 
profession.
To complete the 3rd year training goals as outlined by the BPS guidelines.
3.2 Objectives
To present a dossier on clinical activity that will describe the clinical work undertaken as part of the
third year of training.
1. To complete ten days/twenty sessions within the neuropsychology speciality. Fifty per cent of
this time will be spent observing a clinical psychologist, and visiting a range of services
provided within the speciality. The other fifty per cent of this time will be spent undertaking 
direct client work, involving assessment, intervention and evaluation of two to three individual 
cases. Appropriate supervision will be provided for this work.
2. To complete eight days/sixteen sessions within the older adult speciality. Three days of this 
will be spent visiting the relevant services connected with this speciality. The other five days 
will be spent undertaking direct client work involving assessment, intervention and evaluation 
of two to three individual cases. Appropriate supervision will be provided for this work.
3. To work within the rehabilitation speciality assessing, intervening and evaluating two to three
individuals and their families. Appropriate supervision will be provided for this work.
4. Visit the Henderson Hospital for one day.
3.3 Rationale
The objectives outlined above are designed in accordance with BPS requirements to increase my 
personal clinical competence during the third year of my training. In achieving these objectives I will 
then be eligible to apply to register as a chartered clinical psychologist.
3.4 Plan
1. Neuropsychological work:
To -be completed during April 1994 - August 1995: 1 session per week.
2. Older Adults work:
To be completed during November 1994 - April 1995: 1 session per week.
3. Rehabilitation work:
To be completed during October 1994 - September 1995: 2 sessions per week.
4. Henderson visit:
To take place on 09.02.95.
Details of this work will be written up in a log book especially designed for the third year of training in 
accordance with BPS requirements, and will be presented for inclusion in the PsychD portfolio.
4. Research
4.1 Aims
To increase research competence so as to develop the services offered by the pain management service.
To increase personal research competence to include knowledge and experience of the techniques and 
appropriate statistical analysis for pre-post assessment design.
4.2 Objectives
To develop a research dossier which will either make evident increased research competence or will 
present a contribution to knowledge.
To complete an objective evaluation of how degree of congruence between close others (CO) and 
patient pain locus of control orientation affects outcome of pain management programmes for chronic 
low back pain.
To use a pre-post assessment design for the above evaluation for a total minimum number of twenty 
participants.
To apply appropriate statistical analysis to the data collected for the above study.
The Pain Management Service has been developed to run pain management programmes to improve 
the quality of life for people with chronic low back pain. This will hopefully enable them to lead as 
normal a life style as possible despite their pain.
4.3 Rationale
Research has shown such programmes to be extremely beneficial in helping individuals develop 
strategies for coping with their pain on a daily basis.
In recent years an interest of how COs influence the management of chronic pain has developed. A 
literature search revealed mixed results when considering the impact social support may have on 
satisfactory pain management.
Other factors affecting social support may account for these mixed results.
It is proposed that pain locus of control (PLC) orientation may be one factor that affects social support. 
For instance, if a patient and CO both have a similar PLC orientation, it may be more likely that COs 
are perceived as supportive since the patient would share with them a similar outlook on how to 
manage pain. A discrepancy between PLC would therefore lead to COs being perceived as less 
supportive, since the two parties may not have similar strategies for pain management.
Although it has been suggested that discrepant perceptions of pain experience interfere with 
satisfactory pain management (Taylor et al 1993) none of the research seems to have considered 
whether discrepancy regarding any other variables influence pain management.
It was therefore proposed that the extent to which patient and CO’s PLC orientation is congruent, will 
affect perceived social support, and in turn outcome in pain management programmes.
Pain management programmes such as the one run by our service teaches coping strategies that require 
the individual to assert themselves, and use their skills to manage pain effectively. Good outcome on 
the programme therefore depends largely upon whether patients are prepared to take responsibility for 
their pain management. In general it is therefore expected that those with an internal PLC will have 
better outcome than those with external PLC.
It was therefore hypothesised that:
1. PLC of both patient and CO will be modified by the Pain Management Programme in the 
direction of intemality.
2. The closer the relationship between patient and CO PLC orientation, the greater the perceived 
social support gained by patients fi-om their COs, and the better treatment outcome will be.
4.4 Plan
A minimum of twenty patients with chronic low back pain who complete the Pain Management 
Programme, will take part in the study.
They will all complete the following measures before the first session of the Pain Management 
Programme.
1. McGill Pain Questionnaire - short version.
2. Pain Locus of Control Scale (Sowden 1993)
3. A questionnaire measuring perceived social support of a significant other who a patient 
perceives as closest to them. This is to be selected fi-om several measures which have been 
found to be both reliable and valid.
Patients will be asked to take home a copy of the PLC scale for a CO to fill in within 48 hours and 
bring it back to the following session.
The above measures (excluding the third) will then be completed at the end of the final session. Again 
patients will be given a copy of the PLC scale for their COs to complete. This will be returned by 
post.
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A congruence value will be calculated for patients and their CO s PLC scores. The relationship 
between this, perceived social support, and outcome on the programme will then be analysed 
accordingly.
This will be completed by September 30 1995.
5. Portfolio Outline
Section one: Academic
Academic Review: A critical review of the role of the family in the management of chronic pain. 
Academic Review: A critical review of the role of psychological factors in acute pain.
Academic Review: A critical review of family orientated psychosocial interventions used in working 
with people with schizophrenia.
Account of workshops attended as part of the third year of training and the PsychD at Surrey 
University.
Section two: Clinical
Presentation of a dossier of clinical activity that will describe the clinical work undertaken as part of the 
third year of training.
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Section three: Research
A piece of original research evaluating the moderating effect of congruence between patient and CO 
PLC, on perceived social support and pain management programme outcome.
Original Msc dissertation entitled “The efficacy of counselling for enhancing post-operative pain relief’.
6. Suggestions for training events
6.1 Lectures
Auditing
Marketing
Participant signature: Sione Watts
Head of Clinical Department signature: D J Sperlinger
Course Director signature: G E Powell
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PART TWO 
ACADEMIC AUDIT
A CRITICAL REVIEW OF THE ROLE OF THE FAMILY 
IN THE MANAGEMENT OF CHRONIC PAIN
ABSTRACT:
This review examines the role of the family in the management of chronic pain from differing 
psychological perspectives. The following areas are addressed:
1. Does the family have a role in the management of chronic pain?
2. What type of role does it play?
3. Should the family be included in the treatment of chronic pain?
4. Recommendations for future research.
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1. Introduction
Psychological thought during the past century has shifted from linear to muMcausal models 
of pain (Gamsa 1994a). Gamsa (1994a) notes that as a consequence of these developments, 
the moderating influence of psychological factors has been incorporated into comprehensive 
explanations of pain (Sherman 1989; Katz and Melzack 1990; Schnurr et al 1990; Lynch 
1992).
There is a wealth of literature pertaining to the important role the family plays in its 
members’ health (Turk et al 1987):
■ 70-90 per cent of all illness episodes are managed outside the formal health care
system (Snelling, 1994).
■ Families assume and maintain the primary responsibility for the care of chronically
ill and disabled family members (Stuifbergen 1987).
■ Investigators have found that the performance of a variety of health promoting 
behaviours (ie. not smoking) are related to familial modelling (Turk and Kerns 1985).
However, despite evidence suggesting the significant function of the family during illness, 
the role of the family in the management of chronic pain has been largely ignored; this is 
reflected in the paucity of literature addressing this topic. Ferrell et al (1991) note that in a 
review of the literature published in Index Medics in 1991, only 1.6 per cent of citations 
including ‘pain’ as a title or index term also included ‘family’ ‘home’ or ‘caregiver’ as
14-
indexing terms. However, this methodology may underestimate the number -of_nrticles 
addressing the topic in question, since the content of an article may not always relate directly 
to its title!
This review will use a widely accepted definition of chronic pain: ‘to exist when pain persists 
longer than six months and does not respond to traditional medical and/or surgical treatment’ 
(Payne and Norfleet 1986).
It is also important to consider a definition of the family. A cursory glance at the literature 
shows abundant definitions of chronic pain, but none of the family. This has led to a 
conceptualization of the family as a unitary concept, when in reality, it is a heterogeneous 
one.
The Oxford Modem English Dictionary (Swanwell, 1995) provides the following definitions 
of the family:
1. "A set of parents and children, or of relations".
2. "The members of a household, especially parents and their children".
Again these definitions are in danger of conceptualizing the family as a unitary concept. Two 
points are worth noting here.
Firstly, that an individual may perceive people other than his/her biological relations, who 
are not within the household, to be part of their family. Secondly, an individual’s definition
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of who they perceive as being part of their family may change over time. For example, as 
families are split due to divorce or separation, reconstituted families are often formed, 
perhaps requiring a new definition of the family for an individual.
Three variables that may be used in conceptualizing the family as heterogeneous are 
considered here:
1. Physical Aspects:
number of family members 
age distribution 
ratio of sexes
nature of relationships between members
2. Psychological Aspects:
level of support
nature of rules within a family: for example: rigid vs. flexible 
level of emotion expressed
3. Socio-economical Aspects:
occupations of those working 
educational status achieved
Hence when reference is made to the family, and family members in the following discussion, 
it is with its heterogeneous nature in mind.
2. Does the family have a role in the management o f chronic pain?
Several factors relating to the families of chronic pain sufferers have been purported to affect 
the management of their conditions. Studies have considered such factors from differing 
psychological perspectives.
2.1 A psychoanalytic framework
The majority of psychoanalytic formulations have been related to the role that a sufferers 
family of origin has in the etiology of chronic pain. Factors such as family size (Gonda 
1962; Gentry et al 1974; Hudgens 1979); birth order (Knopf 1935); early difficulties in 
family relationships such as parental punishments, neglect and physical and/or sexual abuse 
(Genry et al 1974; Merskey and Boyd 1978; Swanson et al 1978; Gross et al 1980-81; Violon 
1982; Haber and Roos 1985; Adler et al 1989) and early loss of a close family member 
(Hughes and Zimin 1978; Hughes 1984) have all been purported to relate to later 
development of chronic pain in a family member.
In focusing on the etiology of chronic pain most of the literature seems to use a 
developmental rather than psychoanalytical framework. A search for a purely 
psychoanalytical explanation of a family’s role in the management of chronic pain provides 
Szasz’s (1957) model. He suggested that the ego perceives the body as an object, such that 
the individual reacts to the body as an entity outside the self. Pain may therefore be 
understood to be a communication at several levels, including expression of aggression and 
expiation of guilt through suffering. While this model is well thought out, there has been 
little empirical evidence in its support and Szasz himself provided only a handful of case
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histories (Gamsa 1994a). Moreover, in concentrating on how the individual communicates 
emotion, the ongoing role of the family in managing that individual’s pain is not addressed.
Some authors have suggested that family conflict plays an important role in not only the onset 
but perpetuation of pain in a family member. (Leibman et al 1976; Swanson et al 1978; 
Gross et al 1980-81). However, although this may be the case for some pain patients, the 
high prevalence of family conflict in the general population raises doubts about its etiological 
significance. (Gamsa 1994b). Secondly, those studies suggesting that conflict has a 
perpetuating effect often neglect to include control groups comparing patients referred to a 
pain clinic with non-referred patients, making any postulated relationship redundant.
2.2 Behaviour theories
Behavioural explanations propose that pain acts as an operant, being positively reinforced for 
gaining goals (secondary gains) such as avoidance of work, unpleasant sexual activity or 
aversive interactions with family members (Gamsa 1994a). Such pain may also serve to 
control family members and to gain otherwise unattainable attention and care. For instance, 
Gil et al (1987) found that higher levels of reported satisfaction with social support correlated 
with more pain behaviour. The family, in this sense can play a major role as an agent of 
positive and negative reinforcement (Kremer 1985).
Laboratory studies have provided support for the operant view of pain, showing that pain 
behaviours may be increased through positive reinforcement (Wooley and Epps 1975; Linton 
and Gotestam 1985) and decreased if they are ignored, and well behaviours reinforced 
(Fordyce et al 1973, Miller and Kratchowill 1979).
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However, reinforcement of well behaviours in its self may not necessarily lead to more 
effective pain management. It is perhaps the development of skills such as assertive 
communication, rather than ‘well’ behaviours per se that requires attention here. Future 
research should perhaps consider how families may help individuals communicate their 
limitations more assertively by, for instance, using direct verbal communication rather than 
pain behaviours. This point highlights how the behavioural research to date has fallen into 
the trap of focusing on how pain behaviours can be reduced and well behaviours increased, 
and in doing so has forgotten that the management of chronic pain is as complex a 
phenomenon as chronic pain itself: in other words, changes in frequency of pain and well 
behaviours alone may not be enough to affect the experience of pain. Other factors such as 
the development of certain skills as mentioned above may be needed to reduce the adversity 
of the chronic pain experience. Future work should perhaps consider these issues in 
developing an understanding of how psychological factors influence the pain experience.
Laboratory studies have also shown the important role of observational learning in responses 
to noxious stimuli. For instance, in Craig’s (1978) study, laboratory subjects who had 
observed a model showing high tolerance to painful stimuli, displayed higher tolerance and 
reported lower pain levels than subjects who had observed a model showing low pain 
tolerance. Similar results were found in several laboratory studies in which subjects observed 
models exposed to noxious stimuli (Craig, 1987). However, similar studies are needed using 
clinical populations if these findings are to be related to people with actual chronic pain.
The concept of ‘modelling’ has been used to interpret results of studies which demonstrate 
that family members often share similar types and/or sites of pain (Apley and Hale 1973; 
Apley 1975; Christensen and Mortensen 1975; Hughes and Zimin 1978; Mohamed et al
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1978; Joyce and Walshe 1980; Turkat et al 1984). For example, Ende et al (1990) found that 
as compared to headache-free subjects, tension and migraine headache sufferers both recalled 
being exposed to more family members who frequently displayed pain and illness behaviour. 
These findings are consistent with reports in the chronic pain literature suggesting that 
families of pain patients have a greater frequency of pain disorders than families of pain-free 
controls (eg. Edwards et al 1985).
Although the ‘modelling’ concept provides a plausible interpretation of the above studies’ 
results, longitudinal studies are needed if the chronological nature of the development of 
similar types and/or sites of pain in different family members is to be considered more 
thoroughly. Similarly, investigation is needed in considering whether results are due to 
genetic or hereditary factors.
Similarly, research showing that observational learning may promote organ system 
vulnerability (Berger 1962; Vaughn and Lanzetta 1981) suggests that family members may 
learn pain-generating physiological responses from each other (Turk et al 1987). For 
instance. Block (1981) found that spouses of chronic pain patients responded with elevated 
physiological arousal when observing their spouses in pain.
It seems then that, behaviour theory and behaviour management programmes are based on 
a linear causal model of pain which tends to disregard the complex network of factors in a 
patient’s real life setting (Gamsa 1994a). This shows how such theories lack any account of 
factors that may alter the impact of reinforcement, such as gender, marital status and marital 
satisfaction (Flor et al, 1989).
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2.3 Cognitive approaches
Cognitive approaches to the understanding and treatment of pain were largely inspired by 
Melzack and Wall’s (1965) Gate Control Model which established a role for cognitive 
evaluative processes in the modification of pain.
Since the 1970’s proponents of cognitive theory have studied the influence of the meaning 
of pain for patients and examined the effect of coping styles on pain (Gamsa 1994a).
Coping has been classified according to the type of action used (direct action; action 
inhibition; information search; intrapsychic processes) as well as the function it serves: 
problem oriented (problem focused) or vegetation of the emotional response (emotion 
focused) (Weisenberg, 1994). Individual differences in coping preferences have been shown 
to affect coping success. For instance, the extent to which individuals make cognitive errors, 
such as catastrophizing (use of a large number of negative self statements or negative thoughts 
about the future) is especially relevant in chronic pain. For example. Smith et al (1986) 
used the Cognitive Evaluation Questionnaire (CEQ) to assess cognitive distortions of 138 low 
back pain patients. Cognitive distortion was found to be related to disability. Individual 
differences have also been found in the likeliness of an individual using cognitive coping 
strategies (Williams and Keefe 1991). It could be though, that cognitive distortion actually 
affects disability and vice-versa: for instance, catastrophizing may lead to low mood, which 
may in turn lead to greater perceived pain and disability. In this sense the two factors are 
probably inextricably linked, making the direction of causality difficult to identify.
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The cognitive literature on pain has been reviewed thoroughly by several authors (Turk et al 
1983: Craig 1984). Other than coping style cognitive theory examines intervening variables 
such as attributions, expectations, beliefs, self-efficacy, personal control, attention, problem 
solving, self statements and imagery. Pain studies investigate the effects of these thought 
processes on the experience of pain and related problems.
For instance, cognitive interventions to control pain by increasing patients’ self-efficacy 
(Herman and Baptiste 1981; Turk et al 1983; Nicholas et al 1991) are modelled on research 
which shows that a subject’s appraisal of a difficult situation and beliefs about his or her 
ability to cope with it, influence the experience of stress. (Beck, 1976; Bandura 1977; 
Roskies and Lazarus 1980).
It would follow then that family members’ appraisals of a situation and beliefs about the 
patient’s ability to cope with it, may influence the patient’s coping strategies and play an 
important role in the management of their chronic pain. Swanson and Maruta (1980) found 
that high agreement between patients and spouses in the evaluation of the severity and impact 
of the pain problem was related to maintenance of pain systems over time. This is an 
interesting finding, as concordance of opinion is usually seen as a ‘good thing’ especially if 
appraisal of the situation is accurate. However, Swanson and Maruta, suggest that such 
congruence is ‘undesirable mutuality’ in that when associated with a chronic pain problem 
this represents something akin to "double resistance" to change, and is therefore often related 
to poor treatment outcome. Although Swanson and Maruta’s argument is plausible, 
generalisations about the possible relationship ‘undesirable mutuality’ has with resistance to 
change and thus poor treatment outcome, on the strength of only one study’s findings is 
impossible. Future research should consider whether such a relationship exists in relation to
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only specific, or all cites/types of chronic pain, (unfortunately Swanson and Maruta do not 
specify whether their subject group was of single or mixed cites and/or types of chronic 
pain), or whether it is more or less abundant in relation to specific factors such as age and 
sex of a patient. Such research would hopefully lead to a better understanding of the 
mechanism of which ‘undesirable mutuality’ has its effect.
Although the above study does not show that beliefs of a family member influence those of 
a patient, it illustrates how the agreement or disagreement between family members, 
regarding chronic pain may have a role in its management and therefore perpetuation.
Other studies considering the impact of chronic pain on the family also focus on the 
cognitions of family members. For instance. Dura and Beck (1988) found that families with 
a mother who had chronic pain had more negatively perceived family events and higher levels 
of depression and anxiety compared to two other groups of families. Secondly, Thomas and 
Roy (1989) assessed 51 subjects with chronic pain for couple functioning, utilizing the family 
Adaptability and Cohesion Evaluation Scale. They also completed the Beck Depression 
Inventory. Results revealed serious difficulty in virtually all aspects of couple functioning 
for the subjects.
There seems to be a relationship between these factors. However, it is unclear whether a 
couple’s functioning affects the management of chronic pain or whether the patient affects 
that couple’s functioning. The direction of causality is difficult to establish.
Although the above studies did not aim to manipulate the cognitions of family members, they 
demonstrate how these cognitions are important in looking, not only at reactions to chronic
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pain, but also how they may contribute to its management. However, if it cannot be 
established where such problems begin, how can the situation be effectively addressed? 
Should it be that patients are given help to alleviate depressive symptoms, or should the 
family be helped? It very much depends on where the research focus lies. Since it is 
extremely difficult to identify the causal factor in such situations a shift in focus may be 
needed: away from what causes the situation to how to manage the existing situation 
effectively.
As Turk and Rudy (1990, 1991) have noted, it is extremely important to take into account 
motivation factors when considering the management of chronic pain. From a cognitive 
perspective it may therefore be more appropriate to use research time and money to focus on 
the extent a patient and more pertinently their family perceive themselves as capable of 
carrying out tasks required of them, thus controlling the pain effectively, and whether this 
self perception can be influenced.
2.4 Systems approaches
Individually orientated systems models suggest that the presence of a sick individual can 
provide homeostasis within a family system; in this sense an acute problem is reinforced and 
maintained because it stabilizes the family members’ emotional states (Waring 1977).
In contrast, family systems orientated models focus on the interaction in the family and the 
functional meaning of a symptom for the family system as a whole, rather than its individual 
members. Characteristics of dynamics in symptomatic families include ‘enmeshment’, 
‘rigidity’, ‘overprotectedness’ and lack of conflict resolution (Minuchin 1974). In support
of his model Minuchin reports research on diabetic children. Families of poorly controlled 
as compared to well controlled diabetic children reveal more enmeshment, rigidity and less 
parental conflict. It is agreed though, that such symptoms may be the result, rather than 
cause of such situations (Patterson and McCubbin 1983, Snelling 1994), again highlighting 
the bi-directional relationship between chronic conditions and the family. Furthermore, such 
studies are riddled with methodological problems. Little attention is given to control groups; 
sample sizes are often small, and much of the evidence is taken from anecdotal reports. 
Finally, few details are provided regarding selection criteria. Conclusions need to be based 
on well-documented evidence to support a causal relationship between chronic pain and/or 
illness and family dynamics, and must not only be theory driven (Gamsa 1994b).
The literature pertaining to each psychological perspective seems to suggest various 
relationships between a family’s characteristics and functioning, and those of the chronic pain 
patient. In this sense there does seem to be evidence that the family plays some kind of role 
in managing chronic pain. However, as noted above, consideration regarding the direction 
of causality in these relationships has yet to be considered with any thoroughness, and it is 
perhaps the task of future research to address this issue.
Despite the paucity of literature and the need to address such conceptual issues, it is still 
worth building on the present discussion, to consider which factors may determine the nature 
of a family’s role in the management of chronic pain, especially since, as noted earlier, there 
is a wealth of literature pertaining to the important role the family plays in its members’ 
health (eg. Turk 1987).
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3. What type o f role does the family play in the management o f chronic pain?
3.1 Coping strategies
There is a distinct lack of literature pertaining to the effect a family’s coping strategies may
have on chronic pain. However, it has been recognised that the response of a family to the
effects of chronic pain are related less to a chronic pain problem per se, but rather to the 
patient’s and their family’s way of coping with the situation (Flor et al 1987). It may be that 
an important factor determining the role of the family in managing chronic pain is the type 
of coping technique they adopt.
Snelling (1994) interviewed 18 chronic pain sufferers and their partners in their homes. She 
identified three maladaptive coping strategies used in managing pain:
1. Non-compliance with medication procedures.
2. Enmeshed family relationships.
3. Coping responses as a shaper of a stressful situation.
Three points are worth noting here. Firstly, Snelling only identified maladaptive coping 
strategies. Participants were all drawn from two pain clinics. A similar study of chronic 
pain sufferers not presenting at a pain clinic may reveal families with more adaptive coping 
strategies. Secondly, Snelling only considered partners of a sufferer. Further research needs 
to look at other peoples coping strategies, who may be close to the sufferer. This could be
lie
addressed by using the concept of ‘significant other’ or ‘close other’ which would include 
both family members and anyone else important to the sufferer. Finally, Snelling’s study is 
reflective of the literature in general, in that it does not account for the fact that coping is 
dynamic. An individual will adopt different coping strategies according to the situation they 
find themselves in, or may change the way they cope with a particular situation over time. 
Similarly, in coping with a sufferer’s pain, a family’s way of coping may change and develop 
over time. Future research needs to address the dynamic nature of coping. Longtudinal 
studies could consider if changes in family members coping strategies influence whether or 
not acute pain problems develop into chronic pain problems.
It is highly likely that although coping strategy is an important variable in determining the 
role the family plays in this, it may not be the only one.
3.2 Gender
A second factor that may influence the type of role a family has could relate to gender of the 
sufferer and their spouse. For instance, some studies have noted that wives of male chronic 
pain patients seem to be more affected and maritally dissatisfied than husbands of female 
patients (Romano et al 1989; Rowat and Knapfl 1985). A possible explanation for such 
results may be that female spouses are more willing to reveal feelings of distress, and it is 
more accepted for them to do so in western societies. If this is the case, cross-cultural studies 
may reveal differences in distress levels shown by women whose partners have chronic pain. 
This might be an important consideration for future research.
3.3 Culture j
/
/
A third factor that may affect the type of role a family has in managing chronic paiiTnic.  ^
related to wider systems such as culture. Heilman (1985) notes that both pain behaviour and 
attitudes towards pain differ among cultural groups. Zborowski’s (1952) study demonstrates 
how responses to, and management of pain varied considerably across three different cultural 
groups: Italian-Americans, Jewish-Americans and "Old Americans" - those americanized by 
several generations. For instance, the anxieties of the Italian-Americans focused around the 
effects of the immediate situation such as occupation and economic situation. In contrast, 
Jewish-American patients were mainly concerned with the meaning and significance of the 
pain; their anxieties were concentrated on the implications for the future of the pain 
experience. In further contrast, the "Old Americans" tended to be less emotional in reporting 
pain, its character, duration and location. The differences between these three populations 
illustrates the need to be aware of such cultural influences in evaluating not only how the 
sufferer copes with chronic pain, but the role their families play in this. Families are exposed 
to the same cultural beliefs and attributions regarding pain as the sufferer. The literature is 
scant regarding the impact that culture has on sufferers’ and their families’ management of 
pain. A systemic framework is essential if a better understanding of how wider systems 
affect the role of smaller systems such as the family in the management of chronic pain.
3.4 Age
A fourth factor that may influence the type of role the family has in managing chronic pain 
is age of the sufferer. For instance, a family’s role in the management of a child’s chronic 
pain may be far more involved than that of an adults, due merely to the dependent nature of
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a child (Graham, 1991). In contrast, the family of an older adult with chronic pain may play 
a less active role if the sufferer resides in a residential or nursing home. It could be argued 
that an older adult is just as dependent on their family as a child, and so the role of the 
family in the management of their chronic pain would be by definition similar to that of a 
child. However, the role of an older adult’s family may differ considerably to that of a child 
due to wider societal influences. For instance, it has been noted that our society tends to 
focus on the negative aspects of ageing which leads to a devalued view of the elderly 
population (Biegel et al, 1984). Given such a cultural setting, any role that a family may 
have in the management of its elderly relative’s chronic pain will inevitably be affected by 
such ideologies. This further illustrates the power of factors relating to the wider systems 
within which the family exists.
Again, fiiture research needs to address the possible impact which the age of the sufferer has 
on the type of role a family plays in the management of their chronic pain.
3.5 Summary
Several possible factors have been identified as affecting the nature of a family’s role in the 
management of chronic pain.
However, the existing literature seems to fall into the trap of assuming that a family may only 
have one role in managing chronic pain. Like chronic pain, the concept of ‘role’ is 
extremely complex and is not, as the literature appears to suggest a unitary concept. A 
family may have a different role at different times, as a chronic pain condition develops. An 
example of this may be of a couple’s very active and directive role when managing their
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child’s chronic pain, changing to a less active and directive role as their child grows up and 
manages his or her pain more independently. Secondly, different members of a family may 
not necessarily take on the same role in managing chronic pain. For example, a spouse may 
have a more direct role than that of the parents of an adult chronic pain patient. 
Consideration ofrindividualiiifferences within the family presents methodological problems: 
if such differences are recognised, then the most appropriate research design would be that 
of single studies which then leads to problems in gaining aggregated or group findings for 
comparison and generalization of results. Such methodological fixes highlight the difficulties 
of considering the relationship between three very complex phenomenon such as role, family 
and chronic pain; but also personify the need for future research to embrace these quandaries 
in moving towards a greater understanding of this relationship.
4. Should the family be included in treatment o f chronic pain?
Given that the literature seems to indicate that the family does play some role in the
management of chronic pain, should it then be included in its treatment?
Three rationales have been identified for including spouses in the treatment of chronic pain:
■ That they have a potentially critical role in the operant reinforcement of pain
behaviours (Fordyce, 1976).
■ To help family members as well as the patient cope with the effects of pain on their
lives (Turk et al 1987).
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■ That pain is a part of a family system (Minuchin, 1974). Therefore, to involve 
spouses in treatment may facilitate restructuring the system to function more 
effectively without pain focused transactions.
Future research needs to consider the benefits of including family members in treatment other 
than the spouse or partner of the sufferer. Consideration of such benefits may need to focus 
on how the role of the significant others in managing chronic pain may affect their 
involvement in treatment. For instance, involving a young child’s family in the treatment of 
his/her chronic pain may be extremely important given that the family at this developmental 
stage is usually the primary point of social and psychological reference. In contrast, an adult 
may have points of reference outside the family that are just as influential. This point then 
raises the question of whether future work should look at if and how significant others outside 
the family play a role in managing a sufferer’s chronic pain.
Some studies have shown the benefits of involving the family in treatment programmes 
Fordyce, 1976; Khatami and Rush, 1978). However, for all these studies it is impossible to 
determine the extent to which family involvement and therapy contributed to overall success. 
Moore and Chaney (1985) attempted to address his problem by using a control group. They 
found that spouse involvement in a cognitive-behavioural programme did not enhance 
treatment outcome at seven month follow-up. Outcome was assessed using a combination of 
patient self report, spouse report and objective measures to measure pain, utilization of 
medical resources, psychosocial functioning, physical activity, emotional adjustment and 
marital satisfaction. Studies replicating Moore and Chaney’s study are needed so that the 
validity of such findings across a number of clinical populations can be established. Future 
research also needs to address questions such as; how does the family role change, if at all.
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through inclusion on a treatment programme? Are certain types of treatment programme 
more compatible to the particular role a family may have in managing the chronic pain 
problem of a relative at the time of treatment?
5. Conclusions
Despite the paucity of the existing literature, and its tendency to treat concepts such as ‘role’, 
and ‘family’ as unitary concepts, other than multifaceted and developing phenomena, it is 
possible to conclude that the family does seem to play a role in the management of chronic 
pain. However, much of the research demonstrating such a relationship seems to neglect the 
fact that the direction of causality is potentially bi-directional, and has not therefore been able 
to demonstrate whether the characteristics of a chronic pain problem affects the family role 
or vice-versa, or indeed whether it is a continuing situation of oscillation.
As Turk and Flor (1984) point o u t, it remains difficult to test the role of family systems via 
conventional research methods, since the issue of circular causality remains inextricably 
linked to this role; with pain affecting the family, and the family affecting pain.
6. Recommendations for future research
With the above conclusions in mind future research might therefore focus on the following 
areas:
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1. Creation of alternative research designs that might overcome the problem of circular 
causality, or at least entertainment of the necessity for longitudinal studies in 
establishing causal factors.
2. Use of populations of chronic pain sufferers who do not present at health services. 
This may provide information on how those individuals and their families who go 
without health service input, manage chronic pain; thus providing a less biased 
viewpoint of this population in general.
3. Acknowledgement that the family is not a unitary concept, and in considering its 
heterogenous nature, develop working definitions of this.
4. Acknowledgment that ‘role’ is a dynamic concept, and consideration of how it may 
change over time, as well as how different family members may take on different 
roles in relation to managing chronic pain.
5. Consideration of the role of significant others as well as family members in managing 
an individual’s chronic pain, especially given the current climate of increasing 
reconstitution of familial units.
6. Consideration of whether and how to involve families in treatment, and whether such 
involvement enhances patient outcome.
Focus on the above areas might then enable the development of a model that would explain
the potential role(s) that a family and individual family members may play in managing a
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person’s chronic pain. Such a model might consider all aspects of chronic pain: physical; 
behavioural; cognitive and socio-environmental, enabling the separate approaches discussed 
in this review to compliment rather than rival each other. Multi-disciplinary pain 
management programmes have begun to use this type of approach in treating patients. It is 
perhaps time that we start looking at aspects such as the role of the family in managing such 
patients’ chronic pain in a similar way.
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A CRITICAL REVIEW OF THE ROLE OF PSYCHOLOGICAL
FACTORS IN ACUTE PAIN
ABSTRACT:
This review examines the psychological factors that may influence the experience of acute
pain. The following areas are addressed:
1. A definition of acute pain.
2. The importance of psychological factors.
3. The psychophysiological, behavioural and psychosocial aspects of pain. In 
considering the psychosocial aspect of pain, individual differences, and an individual’s 
immediate social environment are discussed in terms of how they affect the acute pain 
experience.
4. The restrictions of research to date.
1. Introduction
Acute pain is a widespread phenomenon. A study conducted in 1985, using phone survey 
methods was the first systematic review of the frequency, severity, and costs of acute pain 
throughout the United States (Vicenti 1989). Most of the sample had experienced pain within 
the past year (headache: 73 per cent; back ache: 56 per cent; joint pain: 51 per cent; 
stomach/abdominal pain: 46 per cent; menstrual pain: 40 per cent of women, and dental pain: 
27 per cent).
When sick leave is taken, and sick payments incurred, employees bare the costs. Similarly, 
when treatment is sought hospital and medical costs are incurred. Because of hospital and 
medical costs, as well as money lost due to sick leave, acute pain is therefore not only costly 
for the individual but also for the economy (not to mention the cost in non-fmancial terms!).
1.1 A definition of acute pain
Acute pain has been defined as any "pain following acute injury, disease or some type of 
surgery" (National Institutes’ of Health Consensus Development Conference 1987). 
However, acute pain is often experienced that is not due to the above factors, such as tension 
headache and labour pain. The present paper will therefore include these types of pain with 
those detailed above in defining acute pain.
It is commonly accepted that acute pain subsides as healing occurs, or becomes chronic if it 
persists longer than six months (Donovan 1990).
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2. The importance of psychological factors
Considerations of the importance of psychological factors have received a gathering amount 
of attention since the introduction of Melzack and Wall’s (1982) Gate Control Model of pain 
in their review "Psychological Control of Acute Pain in Medical Settings".
This model recognises that the amount of pain experienced is often not related to the amount 
of tissue damage. Hence, other factors, such as intrapersonal and/or interpersonal factors 
also play an important role in an individual’s experience of pain.
On the basis of a considerable body of research Chapman and Turner (1986), in their review 
"Psychological Control of Acute Pain in Medical Settings", suggest that psychological factors 
are important for effective understanding and control of acute pain because:
1. They may produce exaggerated or distorted pain complaints or suppress pain report, 
when it should be present, therefore making medical diagnosis of disease or injury 
difficult or inaccurate;
2. Failure to recognise and deal appropriately with such factors may lead to over-or 
under-medication, excessive diagnostic work-up, and inappropriate treatment of 
patient’s acute pain;
3. Psychological treatments can be used effectively in the management of acute pain, and
4. Acute pain may become chronic under certain psychological and environmental
conditions if these factors are not recognised or addressed.
3. The psychological aspects o f pain
There are perhaps three main aspects of acute pain which need to be addressed in considering 
its psychological nature.
3.1 The psychophysiology of acute pain
There are neurophysiological Imks between pain as a signal of tissue stress or injury and 
certain psychological states. Pain is most often described in terms of the sensory 
transduction and neural transmission of signals occasioned by noxious events, a process 
termed nociception" (Zimmerman, 1984).
Psychological factors begin to impact nociception at the periphery. For example, muscle 
tension caused by anxiety can contribute to a positive feedback loop in which nociception 
fosters increased muscle tone in muscle near the wound, eventually activating muscle 
nociceptors. (Chapman and Turner, 1986).
At the brainstem the nociceptive barrage recruits certain psychological responses. Casey 
(1980) hypothesized that the brainstem reticular formation, from which there are diffuse 
projections to limbic structures, is responsible for the emotional and motivational aspects of 
pain. If this is correct, then psychological interventions that offer coping strategies to deal 
with emotional states (eg. stressful state or low mood) might be helpful in reducing the
aversive aspects of pain. Clinical studies of the impact of relaxation and mental exercises that 
distract or dissociate the patient from pain support this hypothesis. (Chapman and Turner 
1986).
It seems then that a thorough psychological understanding of acute pain may depend upon a 
thorough understanding of the neurophysiological aspects of such pain. Indeed, the 
limitations of purely physiological or psychological models of pain are, in this sense glaringly
obvious!
Psychophysiological models of acute pain, such as Melzack and Wall’s (1982) Gate Control 
Model suggest that physiological, psychological and social factors all have the potential to 
influence the acute pain experience. However, to date, studies do not seem to have related 
their findings back to any overall model, such as the Gate Control Model. In this sense, 
future work needs to further investigate the adequacy of this type of model.
3.2 Behavioural aspects of acute pain
In clinical practice the neuro-physiological basis of pain cannot be assessed directly. Medical 
staff encountering an acute pain problem have to derive inferences from the patient s 
behaviours and complaints in order to obtain physiological data regarding the pain. Hence, 
it is often the behaviour of the patient in pain, rather than any objective indicator that defines 
severity of pain for the staff in a hospital setting (Chapman and Turner 1986).
It has been noted that such behaviours influence responses of health-care professionals and 
family members, to the person in pain (Le Resche and Dworkin 1984). Although research
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has considered how to score duration and frequency of patient behaviours, future research 
must also focus on how health professionals response affects the pain experience. For 
example, pain behaviour may be a source of stress, and thus lead to staff responses such as 
rudeness, impatience or avoidance of the patient. In this way pain behaviour may influence 
health care professionals behaviour, and in turn may affect a patient’s emotional experience 
of pain. For instance, responses such as rudeness and impatience may lead to a patient 
feeling unvalued and uncared for, and so perhaps anxious.
3.3 Psychosocial aspects of acute pain
Results from a large body of research suggest that psychological aspects of pain are reliant 
on interaction between:
1. Neurophysiological responses to the organic injury as mentioned above;
2. Individual psychological make-up; and,
3. Immediate social environment with its unique significance for the patient.
(Chapman and Turner 1986)
The second and third factors will now be considered in turn.
So
3.4 Individual differences in the experience o f acute pain
The literature presents evidence of a myriad of factors that contribute to individual differences 
in pain experience. However, no attempt is made to classify these factors. This review 
provides a classification of three broad categories. Variables often meet criteria for inclusion 
in more than one category, and it is recognised that alternative classifications are perhaps 
viable.
3.4.1 Demographic variables
3.4.1.1 Age
Pain experience is significantly affected by the developmental stage of a patient (Graham 
1991). Thus, the pain experience of an adult will be different to that of a child:
There are basic differences between children and adults in cognitive development and life 
experience. Such differences can affect how a symptom is perceived, and how this and 
experience of the symptom are communicated to others (Zeltzer and LeBaron, 1986).
Children’s response to acute pain may be physical and/or behavioural. These responses will 
vary according to the developmental stage of the child (Sheredy 1984, Lutz 1986, Stevens 
1989, Smith 1976).
Is the measurement of physiological and behavioural responses meaningful in terms of 
children’s experience of pain though? Use of behavioural measures in isolation do not tell
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the investigator the extent to which a child’s behaviour is moderated by pain. Similarly, the 
meaning of physiological measures in behavioural studies also remains unclear. For example, 
what does increased heart rate of a screaming child indicate? Does it provide further evidence 
of ‘arousal’ or is observation of the child sufficient? (Zeltzer and LeBaron 1986).
Research to date seems to have based pain measurement on physical and behavioural 
responses. Future research needs to identify cognitive and emotional mediating factors more 
directly. This would provide a baseline knowledge for nurses and other health care 
professionals, and age appropriate reliefs. Such knowledge would hopefully decrease the 
frequency of inappropriate and under-treatment.
3.4.1.2 Sex
Some studies have found differences between sexes in the experience of acute pain (Joyce et 
al 1986; Roll and Theorell 1987; Van Aken et al 1989; Yingling et al 1993). For instance. 
Roll and Theorell (1987) noted that female patients presenting with acute chest pain without 
obvious organic cause scored higher on ‘neuroticism’ than did men. Similarly, Yingling et 
al (1993) found that patients with acute chest pain, with no obvious cause, who had a 
psychiatric diagnosis of Panic Disorder or Depression were more likely to be female, than 
were those with the same condition without psychiatric diagnosis.
There may be differences in how men and women experience acute pain. However, it could 
also be that in western populations (such as those used for the studies discussed above), it is 
more acceptable for women to display emotional reactions to acute pain such as anxiety. In 
line with this argument, it might be that the experience is the same for both men and women.
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but that expressions of such experience vary. Further research is needed to explore such 
differences.
3.4.1.3 Culture
An individual’s culture affects their experience of pain (Heilman 1986). For instance, Van 
Aken et al (1989) found that there were significant differences between an American and 
Dutch sample of children (aged 8 months to 18 years 7 months) during bone marrow 
aspirations. For instance, Dutch children tended to be more stoic than their American 
counterparts in coping with acute pain. The authors concluded that their results confirmed 
the suggestion by Fktnati et al (1983), that cultural differences are manifest in circumstances 
that elicit emotions, and in the intensity and patterns of emotional expression in particular 
settings.
However, the research relating to such cultural differences is sadly lacking, and more is 
needed if the relationship between pain experience and a person’s culture is to be fully 
understood.
3.4.2 Environmental variables
3.4.2.1 Life events
Recent life events have been associated with a variety of psychosomatic and somatic disorders 
in several studies (eg. Theorall 1982; Aagaard 1984). Similarly, Roll and Theorell (1987) 
found that patients with chest pain without obvious organic cause had had significantly more
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life events, (in particular uncontrollable ones) during the previous year, as compared to 
healthy control subjects. They argue that uncontrollable life events often result in a feeling 
of loss of control over one’s environment and a sense of helplessness, and that such emotions 
may then lead to anxiety, which as noted earlier, leads to tension in the thoracic muscles and 
hence chest pain (Roll and Theorell 1987).
3.4.3 Psychological variables
3.4.3.1 Personality
The literature has pointed to a relationship between personality and acute pain. For instance, 
studies have shown an association between personality and non-coronary chest pain (Charnier 
et al 1985; Bass and Wade 1984; Ahnve et al 1979). These studies used elderly clinical 
populations. However, Roll and Theorell (1987) found that a clinical population of under 
40 years old, with chest pain without obvious organic cause, had significantly higher scores 
for ‘neuroticism’ ‘Type A behaviour’ and ‘vital exhaustion’ as compared to a matched healthy 
sample. They suggested that such instances of unexplained chest pain may be related to 
psychological factors. For instance, like tension headache, enhanced tension in the thoracic 
muscles can cause chest pain. Similarly, Joyce et al (1986) noted that patients with non- 
organic abdominal pain as compared to organic abdominal pain had significantly higher state 
anxiety scores. Furthermore, use of the difference between state and trait anxiety scores 
enabled differentiation between two further sub-groups within the non-organic abdominal 
group:
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1. Those who were experiencing the pain for the first time were younger and had a large 
trait-state anxiety differentiation, with lower trait anxiety;
2. Those who were experiencing a repeated pain, were older and had less trait-state 
anxiety differentiation, with higher trait-anxiety.
They concluded that the second group of subjects’ pain related to acute anxiety and abnormal 
illness behaviour in which psychological factors undoubtably played a part.
Anxiety may also be a response to an episode of acute pain. (This will be discussed below). 
Future studies must seek to use prospective designs if this issue is to be addressed any 
further, since as the above study illustrates, retrospective designs do not permit a sequential 
analysis of events.
3.4.3.2 Anxiety
It has been noted that somatisization of anxiety may lead to singular (Joyce et al 1986; 
Yingling et al 1993) or recurring episodes of acute pain (Joyce et al 1986).
Anxiety may also affect response to a painful procedure (Deltito 1984) or painful conditions 
such as childbirth (Klusman 1975), by enhancing the perception of pain. Such anxiety may 
be related to personality of a patient, as well as the situation: the relationship between such 
factors remains, at this stage, unclear. Moreover, whether anxiety actually exacerbates pain 
perception is not as simple as it may seem (Vingoe, 1981). Although, it is not within the
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scope of this paper to discuss such factors in any more detail, it is worth noting that further 
research is needed in this area.
3.4.3.3 Cognitive style
Imagery and thoughts have been noted to affect the experience of acute pain (McCaul and 
Malott 1984). For instance, Stevens and Pfost (1987) found that using pressure pain, pleasant 
imagery was distracting because its content aroused pleasant affect. However, rational 
thoughts often focused on painful sensation and were therefore limiting in the modification 
of pain.
The effectiveness of these cognitions has been suggested to lie in their capacity to limit the 
central processing of pain by consuming some part of attention (Shiffrin and Schneider 1977). 
For instance, Stevens and Rogers (1990) trained 75 graduates to use cognitions that elicited 
either high or low pleasure; high or low fear. Other subjects received an expectancy 
manipulation. Groups high in pleasure displayed greater tolerance for pressure pain than 
other treatment groups. The authors concluded that highly pleasant cognitions facilitate 
tolerance because of attention consumed, effectiveness reported and positive expectations 
raised. These conclusions supported previous research demonstrating that tolerance for acute 
pain seems to be related to extensive use of assigned conditions (ie. attention consumed) and 
to the stated effectiveness of all cognitions used to cope (Marino et al 1989). However, 
further research is needed to explore whether such conclusions may be generalized to clinical 
populations experiencing acute pain.
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3.4.3.4 Health beliefs and attitudes
Health beliefs and attitudes towards health professionals and care may influence the efficacy 
of treatment approaches and thus the experience of acute pain. For instance, it has been 
noted that when patients expectations are not met, they are less satisfied, less compliant with 
medical advice, and so are likely to experience increased pain. (Korsch and Negrete 1972).
In recent years there has been a trend towards increasing patient’s responsibility for their 
health care. However, the specific impact of patient attitudes on outcome of these approaches 
is still unknown (Sowden 1993).
There is evidence that entrenched beliefs of health care professionals also affects a patient’s 
diagnosis, treatment and thus experience of acute pain. For instance, Hadjistravropoulos and 
Craig (1994) note that health care professionals often make ill-informed assumptions about 
the manner in which acute and chronic low back pain patients would cope with, and express 
their pain. Indeed, with regard to post-operative treatment, a recent study (McLeod et al 
1995) found that educating ward staff had had a significant effect on their beliefs and attitudes 
about the use of Patient Controlled Analgesia (PCA): As a result ideas changed in favour of 
using PCA instead of more traditional forms of pain relief such as nurse administered 
analgesia. Future studies need to take similar steps if more understanding of how ill- 
informed beliefs affect diagnosis and treatment and how health care professionals use the vast 
array of data (eg. biomedical, psychological, and verbal and non-verbal expressions) available 
to them in judging a patient’s pain.
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3.4.3.5 Expectations of pain
Expectations that people have about pain may modify this experience. In line with the 
cognitive information processing model (Leventhal et al 1970, 1979, 1983), it has been 
proported that the accurancy of pain experiences determines the intensity of patients’ 
emotional responses to the event (Wallace, 1985). Therefore, the greater the discrepancy 
between expected and actual experience of pain, the greater the emotional reaction. It follows 
then, that if an accurate picture of experience is provided for patients about to undergo 
planned painful procedures, this will reduce distress. However, Watts (1994) found that 
provision of accurate information given pre-operatively about post-operative pain did not 
significantly alter expectations of post operative pain or emotional response post operatively 
for patients undergoing abdominal hysterectomy. Other studies have reported similar results 
(eg. Andrew 1970, Mavrias et al 1990). Watts (1994) suggests that a possible explanation 
for these results is that other factors such as familial influence and support from ward staff 
affect postoperative pain experience. Future research should perhaps aim to measure these 
variables in conjunction with expectations of pain if a greater understanding of the latter 
factor’s role in the acute pain experience is to be developed.
3.4.3.6 Self efficacy
Self efficacy (SE) refers to a person’s confidence in their ability to behave in such a way as 
to produce a desirable outcome (Bandura 1977). SE theory suggests that pain coping 
behaviour is, in part, mediated by expectancies of ability to manage and control pain. 
Several studies have found SE to affect pain tolerance in cold pressor tasks: subjects with 
high expectations, as compared to those with low expectancies of being able to cope, have
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been shown to have significantly higher pain tolerance (Newfeld and Thomas, 1977; Dolce 
et al 1986). It has therefore been suggested that interventions designed to reduce pain during 
painful procedures should focus efforts at increasing self-efficacy. (Buckelew 1992; Miller, 
1979).
3.4.3.7 Pain locus of control
The literature on stress in health care settings suggests that health locus of control is one of 
the factors that modifies the impact of a stressor on an individual. Research has also 
indicated that patients with an external locus of control respond less adequately to aversive 
events and exhibit Teamed helplessness’ (Hiroto, 1974). It could be then, that Pain Locus 
of Control (PLC) may affect response to a situation that involves an aversive event, such as 
acute pain. Indeed, it has been noted that PLC affects experience of pain. (Skevington, 
1990). For instance, internally orientated individuals tend to perceive pain experience as 
being within their control, whereas externally orientated individuals perceive others (ie. health 
care professionals) to have control. This has implications for the effectiveness of different 
types of treatments used for different individuals in managing acute pain. For instance, 
Sowden (1993) found that patients undergoing abdominal hysterectomy, who had internal 
PLC had a significantly more positive attitude towards managing their own pain using Patient 
Controlled Analgesia (PCA), as compared to those with external PLC, who had less positive 
attitudes to managing their own pain using PCA. This example shows how PLC may affect 
willingness to be involved in the efficacy of the treatment concerned, in managing acute pain. 
Future research is however needed to see whether this relationship exists in other clinical 
populations experiencing acute pain.
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3.4.3.8 Coping style
Coping refers to the cognitive and behavioural efforts to manage a situation that is "appraised 
as taxing or exceeding the resources of a person" (Lazarus and Folkman 1984). Coping 
strategies seem to be important in managing the pain associated with chronic low back pain 
(Keefe et al 1990); rheumatoid arthritis (Parker et al 1989); osteoarthritis (Keefe et al 1987); 
and sickle cell anaemia (Gil et al 1989). Coping is also important in predicting adjustment 
and pain reported among patients with chronic pain conditions. (Buckelew et al, 1992).
Some coping strategies seem to be helpful in managing anxiety associated with acute pain. 
For instance, Chaves and Brown (1987) found that on the basis of interviews, patients 
undergoing dental extraction or mandibular block injections could be classified as either 
"catastrophizers" (patients who used maladaptive cognitive coping strategies), "deniers" 
(patients who denied the use of any cognitive coping style) or "copers" (patients who used 
adaptive cognitive coping strategies). The "copers" reported less distress associated with the 
procedures. However, there were no differences in the pain reported by the other two 
groups.
Buckelew et al (1992) used The Coping Strategies Questionnaire (CSQ) (Rosenstiel and Keefe 
1983) to assess the coping strategies of patients during electromyography studies (EMG), and 
concluded that ineffective coping strategies such as catastrophizing may enhance the pain and 
anxiety experienced during EMG studies. Teaching active self-control skills and increasing 
self efficacy beliefs may help to manage such situation specific acute anxiety and possibly 
associated pain. However, to date, no studies seem to have tested such a relationship, and
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future work considering this relationship is needed to develop our understanding of how 
changes in these factors may affect the acute pain experience.
Having considered the differences that may occur in individual psychological make-up, the 
discussion will now move on to focus on how a person’s immediate environment affects their 
experience of acute pain.
4. The immediate environment
An individual’s immediate environment obviously varies according to where they are when 
experiencing acute pain.
4.1 The medical setting
Much of the literature has focused on how psychological strategies may influence a person’s 
immediate environment in terms of how they themselves, and others manage acute pain 
caused during or after medical and/or surgical procedures within a medical setting. Van 
Dolfsen and Syqala (1989) provide a comprehensive review of psychological strategies used 
in acute pain management. These include information provision, cognitive coping strategies, 
relaxation techniques, and strategies specifically designed to provide patients with increased 
perceived control, such as stress inoculation (providing patients with freedom to choose a 
preferred approach).
These techniques aim to teach the patient how to manage episodes of acute pain so that levels 
of distress, and hence pain, are reduced. Given the mostly unexpected nature of acute pain.
it is perhaps more appropriate to train health care professionals in using psychological 
strategies, who can then disseminate these skills to patients, than to deal with the individual 
patient themselves. Consideration of how such skills can be disseminated to ensure fewer 
costs, is important in the present economic climate and something that both purchasers and 
providers can not afford to ignore. Moreover, effective dissemination of these skills needs 
an explicit and systematic scheme of psychological care, with provision of prepared materials, 
and above all, a guarantee that all clients receive psychological care. Medical staff need to 
co-ordinate their work with these psychological interventions (Nichols, 1990). In reality, 
medical staff often have many conflicting demands on their time, so that opportunity to give 
good psychological care is therefore limited. This point highlights the gap that often exists 
between research and practise: unless changes in the wider medical system occur, such as an 
increase in staff-patient ratios, it is difficult to see how effective dissemination can be 
realised.
From an ethological stance, future research could also focus on which skills health 
professionals are already using in the effective management of acute pain. If we do not know 
what makes an effective clinician, then how can the efficacy of psychological techniques, to 
be used by such clinicians, be tested in applied settings?
4.2 The family setting
The literature relating to chronic pain shows that the family is an extremely important and 
powerful influence on an individual’s experience of pain (Payne and Norfleet 1986). A 
literature search revealed no references relating to the family and acute pain. The family for 
many, especially children, is perhaps the primary point of reference in interpreting
experience. It is difficult to imagine how this system could not in any way affect the 
experience of acute pain. Further research is most definitely needed in this area if we are 
able to better our knowledge of whether such a relationship exists, and if so, what type of 
relationship it is.
5. Restrictions of research
Much of the literature discussed has provided promising results with regard to advancing our 
understanding of the psychological factors in acute pain. However, consideration of the 
restrictions and shortcomings of this research is needed to shape future work in this area 
(Kincey and Saltmore, 1990).
1. Few authors have attempted to pursue a programme of research designed to answer 
questions about a number of related psychological factors affecting acute pain 
experience. For instance, studies examining the impact of anxiety may have on 
coping style used, or the relationship between coping style used by other family 
members, and patient coping style, have not been identified in the literature to date. 
A disregard for how related psychological factors may affect acute pain experience 
seems to have prevented a cumulative understanding in this field.
2. Similarly, the literature includes a myriad of unrelated studies with varying objectives, 
hypotheses, subject samples, measures and experimental designs. While such projects 
are important in their own right, this seems to have resulted in an accumulation of 
unrelated studies.
3. Selection of subjects is often restricted and therefore biased. For instance, clinical
populations are often selected more for researchers’ convenience than for clinical
relevance.
6. Conclusions
The literature discussed seems to demonstrate the existence of three categories of 
psychological factors that have a role in the acute pain experience: namely 
psychophysiological, behavioural and psychosocial factors. These factors almost certainly 
operate in conjunction with each other. However, there is a lack of regard in the existing 
literature for how factors within and between each category are related. In view of this, and 
the research restrictions noted above, future research should perhaps begin to interpret results 
more in terms of an overall model of acute pain such as Melzack and Wall’s (1982) Gate 
Control Model. This would enable findings of individual studies to be interpreted in terms 
of a wider conceptualization of acute pain, so encouraging cumulative understanding. This 
would hopefully lead to a better understanding of how much the Gate Control Model is an 
accurate model of acute pain.
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CRITICAL REVIEW OF FAMILY ORIENTATED 
PSYCHOSOCIAL INTERVENTIONS USED IN WORKING 
WITH PEOPLE WITH SCHIZOPHRENIA
ABSTRACT:
This review examines a selection of family orientated psychosocial interventions used in
working with people with schizophrenia.
The following areas are addressed:
1. Definitions of ‘family’ and ‘schizophrenia’ are considered.
2. A selected number of controlled outcome studies are considered with regard to their 
common components of intervention and design, their results and how the 
interventions work.
3. Limitations and special considerations relating to the literature to date are discussed 
with recommendations for future work.
1. Introduction
Schizophrenia is perhaps the major mental health problem facing today’s society. The 
emotional, societal and economic costs of this disorder are wide spreading (Barrowclough and 
Tarder, 1992). About one in every 100 of the population world-wide is afflicted by this 
disorder; onset usually occurring during late adolescence and early adulthood.
Since Frieda Fromm-Reichmann’s (1948) article about the schizophrenogenic mother, 
research work on, and with families has been undertaken in a number of American and 
English based groups. Having once only focused almost entirely on the individual patient, 
research and practise relating to the treatment of schizophrenia is now increasingly viewed 
in terms of an individual’s social environment. The main impact of this conceptual shift 
means that the important unit in therapy is not now seen as the single patient or transacting 
psychotherapeutic dyad, but the environmental system within which a patient exists, namely 
the family, but also the wider social network.
Against the backdrop of such changes, the development of research and practise of family 
orientated psycho-social interventions has taken centre stage.
During the past 20 years, the Expressed Emotion (EE) measure has been shown to be 
successful in predicting relapse in patients with schizophrenia (Brown et al, 1972; Leff and 
Vaughn, 1985). Findings have also suggested that 30-40% of patients with schizophrenia 
relapsed on medication (Leff and Wing 1971; Johnson 1976). Fuelled by these findings the 
past decade has seen a mass of studies on psychosocial interventions with families in which 
a member suffers from schizophrenia.
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The aim of this paper is to critically review the literature relating to these types of 
intervention. In order to do this some attention will be paid to considering definitions of the 
key terms referred to throughout the paper; a task which does not seem to have been 
attempted in much of the literature.
2. Defining the key terms
2.1 A definition o f ‘family’
The family is essentially a sociological concept, and it is rare that literature relating to 
psychological theory and practise defines it adequately, if at all. Here, restrictions on time 
and space do not permit a full discussion of the family as a concept. For thé purposes of this 
paper the family will be defined as either:
1. "a set of parents and children, or of relations” or,
2. "the members of a household, especially parents and their children".
(Oxford Modem Dictionary, Swanwell, 1995)
As noted above, the literature to date has made only vague references to the family system
or unit, and in this sense is in danger of perceiving it as a unitary concept. The above
definitions are therefore given with emphasis upon the heterogeneous nature of the family. 
In other words, the family is something that has varying meanings depending upon the 
individual, stage of life, and other factors such as divorce or separation.
2.2 Characteristics o f schizophrenia
Since it was first introduced, the concept and definition of the schizophrenic disorder has been 
enveloped by controversy. The development of more reliable diagnostic systems and methods 
have improved on the vigour of the concept by more strictly defining the core symptoms that 
are necessary for schizophrenia: auditory hallucinations; delusions of influence, and thought 
disorders (Barrowclough and Tarrier 1992). These positive symptoms are frequently 
accompanied by what are termed negative symptoms, such as flatness of emotion; social 
withdrawal, lack of motivation and apathy; decrease in activity level; restricted levels of 
speech and communication; an inability to obtain enjoyment from activities and poor 
concentration and attention. Some have suggested a third category of symptoms characterized 
by cognitive disorganisation. For instance, types of thought disorder. However, this 
concept, as Barrowclough and Tarrier (1992) is not, as yet widely accepted.
The recognition that schizophrenia is a heterogeneous clinical syndrome has led to the 
development of broader and multifaceted explanatory models. This has in turn enabled 
provision of care within the community setting, thus complementing the growth of wider and 
more varied services. The present paper therefore recognises that the term ‘schizophrenia’ 
encompasses a wide range of conditions. In some biological factors are salient, while in 
others environmental influences provide the main effect (Leff, 1994).
3. The interventions
The most prominent advances in recent years relating to psychosocial treatments have been 
in family intervention (Bellack and Mueser, 1993). Studies confirming the role of ‘EE’; an
index of a stressful family environment in the symptomatic cause of schizophrenia (Imber- 
Mintz et al 1987) have demonstrated several effective forms of family therapy.
It is recognised that there is a myriad of studies relating to the family orientated psychosocial 
treatments used with people with schizophrenia. However, the purpose of this paper is not 
to provide an encyclopedic review of all such studies, but to highlight the flaws in research 
to date and considerations for future work in this field.
This paper has therefore chosen not to include the only controlled study of long term 
psychodynamic family therapy for schizophrenia (Kottgen et al 1984), which as individual 
psychodynamic approaches (Bellack and Mueser 1993) failed to find beneficial effects. 
Similarly, although brief family interventions have found modest changes in patient 
functioning, and family attitudes (eg. Glick et al 1985; Goldstein et al 1978 and Abramowitz 
and Coursey 1989) the present study will not focus on this research.
3.1 Four controlled clinical outcome studies
The literature identifies four controlled clinical outcome studies which have provided at least 
nine months of family intervention compared to usual service provision within each service, 
and followed patients for a minimum of two years after commencing treatment (Leff, et al 
1982, 1985; Falloon et al 1982, 1985; Hogarty et al 1986, 1987; Tarrier et al 1988, 1989) 
For details of these studies see Table 1.
These studies’ interventions, like all psychosocial interventions, aim to lower ‘emotional 
temperature’ of the stressful family climate; reducing the burden of illness on relatives and
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increasing patient autonomy. While all four studies used differing models of family therapy
to improve coping, the interventions are similar in several ways.
3.1.1 Common components of interventions
1. The provision of family therapy in a stable, structured format with additional contacts 
with therapists if necessary.
2. Strengthening the therapeutic alliance.
3. Development of patient’s interpersonal skills.
4. Improving family communication: encouragement of respect for interpersonal 
boundaries within the family.
5. Use of behavioural techniques in focusing on breaking down goals into manageable 
and realistic steps, and the development of problem-solving skills.
6. Educational techniques are used in providing information about the biological nature 
of schizophrenia so as to decrease blaming of the patient and family guilt.
7. A focus on improving stress and coping in the ‘here and now’ rather than dwelling 
on the past.
(Lam 1991)
SO
3.1.2 Common design features
The four studies also have common design features:
1 Family intervention was provided on an outpatient basis to families with a stabilized
patient recently discharged from in-patient treatment for an acute symptom
exacerbation.
2. Only high EE families were treated.
3 Patients were treated with neuroleptic medications, and monitored for symptomatology
and medication compliance throughout the study period (Bellack and Mueser 1993).
3.1.3 The results
The results of these studies are shown in Table 1. The varying outcomes among these studies 
may be influenced by their varying degrees of using principles of skills training in them 
procedures and the extent to which they linked with comprehensive rehabilitation services and 
accessible care management (Liberman, 1994). Even given the varying results, the decrease 
in relapse rate in experimental compared to control groups is impressive for all four studies. 
Indeed, the concordance between lowering the emotional temperature of the family 
environment through these and other family orientated psychosocial interventions, increasing 
coping skills of family members and reducing relapse, has been substantial (Strachan 1992).
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3.1 .4  How do these interventions work?
In short it is impossible to pin point the mechanisms underlying treatment effects, since none 
of the studies were designed to examine them. Some authors have suggested possible 
mechanisms. For instance, Lam (1991) identified three:
1. Lower negative family affect (EE).
2. Improved patient compliance with medication.
3. Better patient monitoring by the treatment team.
However, none of these hypotheses received strong support from the studies identified in this 
paper. Correlations were found between reductions of EE and improved patient functioning 
for the Tarrier, Hogarty and Leff studies. These results could be the result of an interactive
rather than causative relationship between EE and patient functioning. Future studies
comparing different family treatment approaches, matched for therapist contact may help to 
separate out the unique elements of each intervention, identifying the mechanisms leading to 
change.
Apart from lowering EE, improving social functioning and decreasing relapse rate, other 
advantages of family orientated psychosocial interventions have been identified by the 
literature. Firstly, the cost-effectiveness of these treatments, in terms of a decrease in usage 
of established mental health services : Tarrier et al (1991) noted a 27 % reduction in mean cost 
per patient involved in such interventions. Secondly, it is possible to disseminate knowledge 
about family work by teaching psychiatric nursing personnel an effective model of family 
work for patients with schizophrenia (Lam et al 1993).
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In many cases the literature seems to present a rose-tinted picture of the efficacy of family 
orientated psychosocial interventions. On closer inspection however, this picture clears to 
highlight several limitations and special considerations relating to the literature.
4. Limitations and special considerations
4.1 Outcome measures and related issues
1. Perhaps the most glaring criticism of the literature to date is that re-hospitalization is 
the most widely cited measurement used in relation to the relapse rate outcome variable. This 
is despite the fact that many non-patient related factors are known to affect re-hospitalization, 
such as administrative policies, availability of non-hospital resources for care and type of 
living arrangement. Future research should seek to measure relapse rate in alternative ways 
than re-hospitalization.
2. Studies to date, such as the four identified in Table 1 should perhaps widen the variety 
of their outcome measures beyond that of relapse. Lam (1991) suggests including patients 
social and role functioning, relatives’ level of distress and burden, and their subjective report 
of the impact of the intervention on the family members. He also suggests that outcome 
measures should be taken from the family’s, patient’s and possibly therapist’s perspectives. 
Development of objective instruments to facilitate measurement of these factors is needed 
such as The Social Functioning Scale developed by Birchwood et al (1990).
3. As well as using patient and relative reports of change, future studies need to be aware 
of any biases that may accompany such reports. A blind rating in addition to Lam’s
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suggestions mentioned above is therefore advisable for objective assessment of outcome in 
future studies.
4. As noted earlier the four studies outlined in this paper^ all excluded low EE families 
from their samples. This selection criterion seems to be reflective of many other studies, and 
raises the question of whether low EE families would benefit from family treatment, and if 
so, which type of intervention. Using analysis of needs assessment data, based on a 
normative approach to need. Smith et al (1993) found that high and low EE groups were not 
comparable in indicies relevant to clinical/service need. However, if all variables used 
(knowledge, burden, stress, behavioural disturbance and perceived coping) were incorporated 
into a composite need index, 36.8% of low EE relatives would have had significant needs. 
Two points come to mind in light of these results.
i) Low EE is often viewed as adaptive, but may be a reflection of apathy and lack of 
interest of relatives. In this sense some low EE families may also need and benefit 
from treatment.
ii) It is almost impossible to identify features related to EE level as cause, consequence 
or correlate of emotional environment.
Indeed, Smith et al (1993) suggest that a move beyond the trait approach to EE is needed if 
understanding of family processes it to be developed. They cite the temporal instability of 
EE (Hogarty et al 1986) as evidence for their argument, and go on to suggest that a 
developmental perspective to EE would go beyond present cause-effect dichotomies. 
Prospective studies are needed to test these hypotheses.
5. The duration of the effectiveness of family treatment has not yet been established; only 
Tarrier’s study provided follow up data on efficacy. No one expects neuroleptic medication 
to continue in effectiveness after it has been discontinued. Yet such durability is often 
assumed as a valid test for psychosocial intervention. This reasoning is inconsistent with the 
chronic nature of schizophrenia. It is therefore likely, as Bellack and Mueser (1993) note, 
that some patients and families could benefit from a low intensity, but ongoing family 
intervention which would still enjoy the cost-effectiveness found by Tarrier et al (1991).
4.2 Family related issues
1. Without exception the four studies detailed here, used traditional diagnostic terminology 
derived from studies of individual patients. In considering the wider literature only a few 
exceptions to this were found (eg. Reiss 1971). However, if the family is more than the sum 
of its parts, a typology of individuals will prove woefully inadequate. The development of 
a family typology is therefore needed if diagnosis where families are concerned is to be 
reliable and valid (Mosher and Keith 1980).
2. Attention must be payed to families who have high levels of vulnerability. Carpentier 
et al (1992) found that single parents of young adults with schizophrenia (who did not live 
with them) spent much less time with their offspring, and expressed more need for services, 
and a greater burden of care than married parents. Factors such as these must be considered 
in their own right as well as in terms of how they affect level of EE, thus enabling family 
interventions to target these vulnerable families.
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3. Like Carpentier et al (1992), Drake and Osher (1987) noted that patients with 
schizophrenia often do not live with their family: some have very little or no contact with 
relatives, and live in non-familial settings such as staffed homes, or sheltered accommodation 
in the community. They report two examples in which a family psychosocial model was 
successfully used in group living situations, and emphasize the fact that just because staff are 
not relatives, does not mean that they are immune to the stresses and burdens of caring for 
people with schizophrenia. Future research needs to carry out similar studies permitting the 
generalization of results across non-familial group living situations. Such research is 
especially important for older people with schizophrenia who are much more likely to live 
in such accommodation than younger individuals, who still have living parents.
4. Adherence of families to intervention programmes has been identified as an ongoing 
problem for family interventions. Meichenbaum and Turk (1987) summarized the factors 
affecting adherence into five general categories:
a) characteristics of client,
b) characteristics of treatment regime,
c) features of disease,
d) the relationship between the health care provider and the client,
e) the clinical setting.
Tarrier (1991) notes that these categories can overlap, and should not be viewed as mutually 
exclusive. He talks of a number of factors related to lack of adherence such as poor 
motivation of the patient; lack of relatives understanding of the nature and cause of illness; 
complex and intrusive treatment regimes; disruptive and aggressive patient behaviour and
dissatisfaction with interaction with mental health personnel (Lefley 1989) due to negative 
attitude of staff towards patients and their families. This last factor highlights how, like 
relatives, staff are not immune to misunderstanding characteristics of schizophrenia such as 
lack of motivation and apathy to be personality characteristics. • This often leads to negative 
attitudes to patients and sometimes their families. In this sense, education of staff is a 
necessity if satisfaction levels of adherence and outcome are to be achieved in family 
interventions.
These and other factors affecting adherence to family interventions must be considered in 
developing more accessible and ‘user friendly’ treatments. Moreover, flexibility of 
treatments is essential if the fluctuating nature of schizophrenia is to be accommodated 
throughout the treatment process.
4.3 Issues related to clinical practice
1. Little consideration has been given to the evaluation of the training of clinicians to use 
the techniques required in carrying out family interventions. Replication of outcomes of such 
interventions carried out by people other than highly motivated and skilled research teams is 
needed if wider use of these treatments and effective dissemination of skills is to be achieved 
(Lam, 1991).
As noted earlier one study has reported successful dissemination of skills to nursing personnel 
needed for an effective model of family work for patients with schizophrenia. However, 
similar studies are needed if results are to be interpreted less tentatively, and generalization 
of results across a variety of health care disciplines is to be achieved.
2. Similarly, future work needs to include process research focusing on analysis of 
recorded sessions to ensure therapists’ adherence to the treatment manuals is delivered as 
intended (Lam, 1991).
4.4 Is the family always the most appropriate focus of psychosocial intervention?
There are instances when the family may not be an appropriate focus of psychosocial 
intervention.
1. A family with clearly unresolved issues concerning for instance, past abuse of the 
patient from another family member; may not be an appropriate candidate for family work, 
especially if one of the core components of the interventions considered here, is to 
concentrate on the here and now, rather than past issues. In this sense unresolved issues may 
affect a family’s ability to address other issues related to coping with a relative with 
schizophrenia, especially when they are unwilling to talk about them.
2. An individual varies in the extent to which they are familistic or individualistic in 
orientation. Individuals with a familistic orientation see themselves as a member of a larger 
kin based social unit. However, individuals with an individualistic orientation may minimize 
relationships they have with other family members. (Kamo and Jenkins, 1993). As yet, the 
position of an individual along this continuum has not been addressed at the assessment stage. 
Future research may benefit from considering this factor in relation to assessment of which 
focus of psychosocial intervention to use for a particular individual, eg. an individual group, 
or family focus. If assumed appropriate for family work then, as noted earlier, a family 
typology would then be needed for assessment of the family as a whole.
4.5 Linking theoretical framework to treatment studies
Linking theoretical framework to treatment studies is essential since as Lam (1991) points out, 
only theoretical advances can increase the specificity and quality of family interventions. As 
mentioned earlier, one of the problems with intervention packages is that it is difficult to 
identify the underlying mechanisms leading to outcome. There is no unified theory 
incorporating the nature and development of high/low EE families. Since EE has shown 
predictive validity across a variety of conditions, only speculation is possible regarding 
possible mechanisms affecting therapeutic change. Lam suggests that coping and attribution 
measures, and the diathesis-stress model (Tarrier 1989) could inform a theoretical framework 
related to these mechanisms. In line with these suggestions it is proposed here that self 
efficacy (SE) theory might also inform such a theoretical framework. SE is defined as an 
individual’s confidence in their ability to successfully perform certain required behaviours in 
a given situation (Bandura, 1977). Since this could relate both to a patients and other family 
members attributional styles and coping strategies, it may prove helpful in linking theory to 
treatment in the context of family psychosocial interventions. For instance, a family and/or 
patient may not feel confident in their ability to use coping strategies introduced in family 
work. This could therefore affect adherence to treatment.
4.6 Consideration of the wider service system
Since schizophrenia is a heterogenous disorder, it is not only multifaceted family interventions 
that are needed, but a range of therapies enabling individuals with schizophrenia to have an 
optimal quality of life. A network of therapies including individual, group, family 
community support groups and family support groups should be available to individuals and
their families. However, such a network needs coherent managerial and organisational 
systems, and resources spanning both in and out patient services. Staff need skills other than 
direct-client skills, such as organisational and liaison skills in order to play an effective part 
in such a system. Indeed, it is here that delivery of a coherent service is often at fault. 
Actual delivery in many cases is not an accurate reflection of such delivery outlined in service 
protocols.
In light of the above, attention to the system within which an intervention operates is crucial 
if optimal outcome is to be achieved, and maintained.
4.7 Consideration of the community as a system
As noted earlier, outcome of intervention is affected by staff as well as relatives attitudes 
towards patients. Similarly, an important consideration in ensuring the benefits of treatment 
continue in the long term, is that of the general public’s attitude to people with schizophrenia
and their families.
In recent years there have been several incidents of people with long term mental health 
problems being violent and aggressive when in the community. These isolated incidents have 
fuelled stereotypical images of people who have long term disabilities such as schizophrenia 
as being violent aggressors.
Many people with schizophrenia live in the community and do not exist in a vacuum 
surrounded by professionals who have a good understanding of their situation. The principles 
used to educate individuals and their families should also be used to educate the general
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public. Future work should address this issue, in considering how the long term impact of 
family psychosocial work may be affected by attitudes of the general public.
4.8 Summary
Several shortcomings of the literature to date have been identified, and it is recognised here 
that future work, is in a sense spoilt for choice in terms of which issues to address. Future 
research should, however, attempt a coherent pathway, leading to cumulative rather than 
disparate results, that will provide a good fit between theory and practise.
5. Conclusions
Family orientated psychosocial interventions have been shown to be an effective form of 
intervention for patients with schizophrenia and their families. Identification of the 
limitations of research to date has highlighted how future research may be directed.
The term ‘psychosocial’ infers attention to both psychological and social aspects of an 
individual’s strengths and needs. Provision of services across an individual’s immediate 
environment (eg. the family) and wider environment (eg. the community) should therefore 
be supplied if this term is to be taken as viable. Family orientated psychosocial work appears 
to have a valuable place within such a service spectrum. However, it cannot exist m 
isolation, and should be part of a comprehensive and integrated mental health service 
(Barrowclough and Tarrier, 1992).
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PART THREE 
CLINICAL AUDIT
AN ACCOUNT OF CONTINUING PROFESSIONAL 
DEVELOPMENT UNDERTAKEN IN THE COURSE 
OF THE THIRD YEAR OF TRAINING AND PSYCHD
INTRODUCTION
The purpose of this account is to focus on how the PsychD has contributed to my professional 
development as a clinical psychologist Details of my clinical work will therefore not be 
included here; these can be found in the log book of clinical activity.
BACKGROUND
The clinical experience described in this audit was carried out during a third year of training, 
in accordance with the British Psychological Society’s regulations for the qualification in 
clinical psychology.
Within this context, my clinical experience has been formally monitored and assessed by my 
clinical supervisor and the Clinical Competence Form as required by the BPS completed (see 
Appendix 2).
My current employment in large and complex Adult Psychology and Pain Management 
Services has facilitated the development of clinical, research and organisational skills. The 
PsychD has formalised my third year of training experience, whilst expanding my knowledge 
and clinical skills base. This has enabled the development of a scientist-practitioner 
approach to clinical practice.
WORK WITH INDIVIDUAL ADULTS
My clinical practice requires the ability to be adaptive and flexible to each individual’s needs. 
My work with individual clients has spanned four different specialities: pain management; 
older adults; neuropsychology and rehabilitation for people with long term mental health 
problems. The nature of psychological difficulties across these client groups is diverse and 
often complex, demanding consideration and selection of a wide range of assessment, 
intervention and evaluative procedures. This has expanded my knowledge of, and expertise 
in using and evaluating these procedures throughout the course of therapy. The PsychD 
academic teaching programme has enhanced my awareness and understanding of the 
development of clinically effective treatment strategies that can be used in working with the 
different client groups described above.
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The academic review of psychological factors in acute pain was selected to address areas of 
knowledge required in any future contact I may have with individual clients in the acute pain 
service, and also to address gaps in the service provided by the p^chology service at present.
WORK WITH FAMILIES
My role in a multidisciplinary community rehabilitation support team for people with long 
term mental health problems has mainly focused on work with families. The academic 
review of family orientated psychosocial interventions used in working with people with 
schizophrenia was selected to improve both my own knowledge and the team’s awareness of 
the role this type of intervention has in working with this client group. The PsychD therefore 
enabled me to take the time to research this field of family intervention. A presentation of 
the review to the team enabled dissemination of knowledge to other professionals, and a team 
discussion of how this form of intervention may be used in individual and group as well as 
family orientated work.
GROUP WORK
My role as part of a multidisciplinary team which runs Pain Management Programmes for 
people with chronic low back pain, is to provide the psychological input required for each 
programme. During the course of each programme patients’ close others are invited to attend 
one session, so that they may be informed of the programme’s aims, objectives and 
philosophy. Many close others are related to the patient. The academic review of the role of 
the family in the management of chronic pain was therefore selected to address an area of 
knowledge required in my own, and other team members’ patient contact within the context 
of the Pain Management Programme. A summary of the review was presented to the team. 
As a result of this, the extent to which patients’ close others are involved in the programme 
was reviewed. This discussion provided other professionals in the team (a Senior 
Physiotherapist and Clinical Nurse Specialist) with an improved understanding of how the 
family may influence a patient’s management of their chronic pain. In light of this 
knowledge, ideas relating to how the service could be developed were then considered.
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WORK WITH DIRECT CARE STAFF
My work as part of a rehabilitation multidisciplinary team for people with long term mental 
health problems has provided me with ample opportunity to work directly with care staff. 
During the course of the PsychD my understanding of how team members interact with each 
other has helped me to set realistic goals regarding liaison work between myself and care 
staff, which is often required in indirect client work.
TEACHING
Although I have not had the opportunity to teach other staff groups during the year, I have 
been involved in the teaching component to patients on the Pain Management Programme. 
During the PsychD year, I have been able to develop skills relating to the presentation of tasks 
and selection of material needed to address the particular needs of each patient group. I have 
monitored the effectiveness of my own and other team members’ teaching as part of the 
overall assessment of the programme, as well as diycassing feedback and altering 
presentations accordingly.
ORGANISATIONAL WORK
The psychology and pain management services of the St. Helier NHS Trust are complex 
organisations. Working within these services has necessitated a rapid understanding of the 
hierarchy and of formal and informal communication systems both within the Psychology and 
Pain Management Directorate, and the Trust as a whole. As my understanding of the 
relationship and dynamics between different disciplines and how they fit into the organisation 
has developed, I have been able to function more appropriately and to tolerate and reflect on a 
variety of frustrations.
During the course of the PsychD my involvement in Psychology Departmental and Pain 
Management business meetings has made me acutely aware of the importance of developing 
standards and objectives by which to monitor the progress of the service delivered, and to
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ensure effective and efficient service provision. The PsychD academic teaching programme 
has further enhanced my awareness and understanding of these issues.
RESEARCH ACTIVITIES
The PsychD has provided the forum within which I have continued my commitment to 
research, and has enabled me to effectively integrate relevant literature and research proven to 
be invluable in clinical practice.
I approach my clinical and non-clinical work from a scientist-practitioner perspective, clearly 
identifying the problem and then developing strategies to understand and address the 
problem. The PsychD has facilitated the process of formalising this skill through 
strengthening my knowledge base and providing a structure within which this has been 
utilized and monitored.
My interest in research, in particular applied research, focuses on developing our 
understanding of the role of psychological factors in pain management. This is reflected in 
my choice of research topics for both the M.Sc and PsychD. My research aims to contribute 
significantly to the service psychologists offer within the acute and chronic pain services. 
The findings of my M.Sc research have already led to changes in service provision relating to 
the management of post-operative pain. My PsychD research will also hopefully be utilized 
by medical personnel as well as psychologists working in chronic pain management to 
develop existing services.
SUMMARY
My current workload in the Psychology and Pain Management Services has been managed 
within the demands of the third year of training and the PsychD course. However, the 
PsychD has provided a framework within which I have been able to identify personal, 
professional and services need. This has enabled a development of the knowledge and skills 
needed to increase my competency as a clinical psychologist and, in turn, facilitate the 
provision of a more comprehensive and effective service to patients.
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PLACEMENT CONTRACT FOR THE YEAR 
OF THIRD YEAR TRAINING 
AND PSYCHD
Dates:
Location:
Studv/research time 
Supervision times:
Date of review: 
Placement goals: 
A 
1.
2 .
TRAINING CONTRACT FOR 3RD YEAR OF TRAINING 
06.10.94-06.10.95
Pain Management Centre, Sutton Hospital, St. Helier NHS Trust 
1 session per week
1 hour per week: Pain Management, Hilary Rankin
1 hour eveiy other week: Family work (rehab.), David Sperlinger
As required whilst carrying out work in neuropsychology, older 
adults and child specialities from
Lynn Beech - Older Adulst,
Noelle Blake - Neuropsychology,
Child Specialist to be named.
To be decided.
3.
4.
5.
B.
Experience with defined client groups:
10 days/20 sessions working in neuropsychology specialty. This will involve 
observing supervisor at work with individual clients; visiting various services; 
assessing, treating and evaluating 2-3 individual clients.
8 days/. 16 sessions working in the older adult specialty. This will involve 
observing supervisor at work with individual clients; visiting services; spending 
time with different members of the older adult community mental health fmam
i.e. C.P.N. and Social Worker; assessing, treating and evaluating 2-3 individual 
clients.
Assessment, observation and evaluation of an individual pre-school age child.
To work within the rehabilitation specialty as part of a CRST with families; 
taking on a minimum of 2-3 cases.
Five sessions per week to be spent as past of the Pain Management Team: four 
sessions running, planning and evaluating the pain management programme 
for chronic low back pain: and one session working with clients who have 
chronic pain other than chronic low back pain.
Range of assessment methods:
To carry out thé above work a range of informal and formal p^chometric tests will be used 
in assessment
C. Range of treatment approaches:
To cany out the above work cognitive-behavioural and ^stemic approaches will be used.
•loi
D.. Experience of multidisciplinary working:
In carrying out the above goals work will be completed in the context of
1. A community rehabilitation and support team comprising of
occupational therapists 
community psychiatric nurses 
psychiatrists 
social workers
2. Pain management team comprising of
clinical nurse specialist 
senior physiotherapist 
clinical psychologist 
consultant anaesthetist
E Reading
Time for reading relevant references to the above areas of work is scheduled. Library
facilities are available for requests of specific books, and articles as well as JlWUrvve s ,
F. Orpanisational/management activities
As part of placement work meetings of
1. the adult mental health psychology service
2. CRST
3. Pain management team
4. Pain ^ d  symptom control group
will be attended regularly. All these meetings consider management and organisational 
issues regularly and, when appropriate, tasks will be undertaken relating to these.
Courses, both in and out of house will be attended throughout the placement if and when 
appropriate to the specific needs outlined above.
G. Teaching:
Formal teching will be received as part of the Psych.D and third year training events 
at Surrey University: these will be approximately 12 days throughout the placement.
H. Research:
A 10,-20,000 word piece of original research will be u p d e ^ e n  within the pain 
management centre. This will focus on influence of i^aecsal social support on individuals 
outcome on completing a pain management programme for chronic low back pain.
Signed 3rd year trainee:
Supervisor: [X c il    ^   ^^
lining: ^Co-ordinator of trai
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LOG BOOK OF CLINICAL ACTIVITY 
UNDERTAKEN IN THE COURSE OF THE 
THIRD YEAR OF TRAINING AND PSYCHD
THE BRITISH PSYCHOLOGICAL SOCIETY 
MEMBERSHIP AND QUALIFICATIONS BOARD 
COMMITTEE FOR THE SCRUTINY OF INDIVIDUAL CLINICAL QUALIFICATIONS
THIRD YEAR OF TRAINING
P L A C E M E N T  L O G  B O O K
THE BRITISH PSYCHOLOGICAL SOCIETY 
MEMBERSHIP AND QUALIFICATIONS BOARD 
COMMITTEE FOR THE SCRUTINY OF INDIVIDUAL CLINICAL QUALIFICATIONS
Placement Log Book
Trainee: SIONE WATTS
Supervisor: HILARY RANKIN
Placement Address: BRECON HOUSE 
SUTTON HOSPITAL 
COTSWOLD ROAD 
SUTTON, SURREY, SM2 5NF
Type of Placement: ADULT - SPLIT POST: PAIN MANAGEMENT/ 
REHABILITATION IN THE COMMUNITY FOR 
PEOPLE WITH LONG TERM MENTAL HEALTH 
PROBLEMS
Date of Placement: 06 10 94 - 29.09.95
Number of Days: 264
loY
1. Settings in which trainee has worked (give brief description of units, clinics etc.
where clinical work has been carried out)
PAIN MANAGEMENT SERVICE
REHABILITATION COMMUNITY SERVICE FOR LONG TERM MENTAL 
HEALTH PROBLEMS
PSYCHOLOGY DEPARTMENT - WITHIN OLDER ADULT AND 
NEUROPSYCHOLOGY SPECIALITIES
2. Summary of patients/clients seen
No. of 
in-patients
No. of Male/Female
out-patients Age Range ratio
Direct involvement with 
individuals/couples for 
assessment only
none 25-75 2 : 4
Direct involvement with 
individuals/couples for 
assessment and intervention
none 14 29-75 2 : 12
Work with families none 23-29 3 : 0
Work with groups none 32 22-78 8 : 2 4
Work with direct care staff none 28-30 3:  1
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CASE REPORT SUBMITTED TO 
THE BRITISH PSYCHOLOGICAL SOCIETY 
IN PART FULFILLMENT OF THE 
THIRD YEAR TRAINING REQUIREMENT
FORMAL REPORT OF CLINICAL ACTIVITY
Name: Mr. F
Date of birth: 05.05.42
Referred by: Dr.
Consultant Anaesthetist
Date of report: May 1995
Reason for referral: Ankylosing Spondylitis - management of chronic pain relating to this 
condition.
Initial Assessment:
Mr. F was originally assessed by the clinical nurse specialist, senior physiotherapist and clinical 
psychologist (spending half an hour with each) in considering him for a place on a pain 
management programme, run for groups of patients with chronic low back pain.
Conclusions from initial assessment:
Mr. F was clearly very limited by his pain and also very depressed and anxious about the future. 
He gave up work after many years of struggling to cope and now spent his time at home, on his 
own a lot, feeling withdrawn and that he was not able to contribute anything to his family. He 
had impulsively decided to commit suicide on several occasions by crashing his car, but felt that 
only the hand of God had held him back from carrying this through.
Mr. F was evidently in much need of psychological help and was desperate for such help. 
However, it was felt that his grasp of English, both written and verbal was not sufficiently good 
that he would cope with the Pain Management Programme, and he agreed with this. He was 
therefore offered some individual sessions with myself, since I spoke both English and Italian.
I l l
Individual assessment
Four weeks after initial assessment, a one hour individual session was used for an informal 
assessment of Mr. F’s situation. This focused on the following areas.
Background
Mr. F. lived with his wife and three daughters, aged 23, 21 and 17 years old respectively. His 
wife and two older daughters worked full-time, and his younger daughter was in full-time 
education. He also had a son of 27 years old who lived nearby, and was married with two 
children of 2 years and 6 months old respectively.
Mr. F explained that his pain began about 25 years ago, when he was 27 years old. It gradually 
became worse and had resulted in stiffening and then freezing of his movement beginning at the 
bottom of his spine. He now only had very limited movement in his upper neck. In 1975 he 
became ill, and was admitted to hospital for seven weeks due to salmonella. At this stage he 
felt that the injections he had received during his time in hospital had aggravated his condition, 
and led to more pain in his shoulders, which up until then he had not experienced. Moreover, 
Mr. F now understood that he had been diagnosed as having ankylosing spondylitis and was 
able to see that the development of pain in his shoulders and now neck was a natural 
progression of this condition. He also understood that this was an hereditary condition.
Initial presentation
Mr. F presented as a very realistic man, who viewed his pain as something he had to begin to 
learn to live with. He described his pain as being located mostly in his neck, shoulders and 
chest, but which often radiated down his left leg and right side of his face and head. He 
explained the pain by using an italian phrase, that translated approximated “like all the nerves 
being pulled”.
Interference to life
On enquiry, Mr. F reported that his pain had led him to retire from his job as a chef at a local 
hospital 4 years previously. He was now unable to engage in activities which involved bending 
or reaching upwards, such as lifting, gardening or household tasks like washing up.
However, Mr. F stressed that since having been assessed for the Pain Management Programme 
he had become conscious of how sitting doing nothing had led him to feel lower in mood. He 
had, therefore, begun to try and fill his day up by going out with his brother each day, and
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involving himself in household activities by helping his wife with parts of tasks that he felt able 
to do, such as tidying work surfaces while she was cooking, and talking more to his daughters. 
He had also begun to exercise regularly using a regime that he had previously been introduced 
to, when receiving physiotherapy.
Mr. F described himself as an easy going and patient person before his pain had begun to 
significantly interfer with his life, and caused him to retire. Since then he felt that he had 
initially become less tolerant, and very depressed in trying to manage his pain. It was at this 
point that he had come for assessment for the Pain Management Programme. However, he 
explained that since then he had begun to re-assess his life, and had come to realize that he had 
to “begin to try and live” with his pain rather than “letting it control his life”. He did report 
though, that he found that his pain still made him tense and uptight, and thus irritable with his 
wife and daughters. He also explained that he found it difficult to sleep at night and would 
often wake six to seven times, getting only two or three hours sleep per night.
Other treatment received
Mr. F was assessed by a Consultant Orthopaedic Surgeon and a Rheumatologist who both 
concluded that they were unable to offer any treatment. He also tried using a TENS machine, 
but did not find this very effective.
In addition to these, Mr. F had sought private acupun cture and massage treatments. He had 
found massage to be pa r  ticularly helpful in relaxing him, but could not continue the treatments 
due to financial restrictions.
Current medication
Mr F explained that he took regular medication for high blood pressure. However, he did not 
take any prescribed pain killers, but would from time to time take paracetamol, which seemed to 
ease the pain a little.
Cognitive-behavioural formulation
On assessing Mr. F it seemed that he had used the time between initial assessment and my 
informal assessment to begin changing the way he coped with his pain. He was consequently 
beginning to think in terms of how fetors such as tension, anxiety and “low” feelings aggravated 
his pain. He said, though, that he still found it difficult to break such vicious circles of 
increased tension, leading to increase in pain.
However, Mr. F seemed highly motivated to develop new ways of coping with his pain and 
seemed willing and open to new ideas.
Proposed plan of intervention
I planned to work with Mr. F in developing coping strategies for dealing with his pain, focusing 
especially on enabling him to organise his daily activities, set realistic goals for himself and use 
relaxation techniques. It was agreed that this be done over six one hour sessions, with a further 
one hour session to be used one month after the initial six sessions had ended, as a follow-up.
Intervention used the ideas postulated by the Gate Control Model of Pain (Melzack and Wall 
1982). This model recognises pain as a complex phenomenon, involving not just aversive 
sensory and affective experiences, but also behavioural changes and adjustments in motivation, 
mood and cognitions. It therefore highlights the importance of psychological factors in 
mediating pain experience, in exacerbating pain problems, and in influencing pain behaviour. 
The model postulates that pain perception is influenced not only be messages moving up to the 
brain to be interpreted, but is also modulated by descending messages from the brain that can 
alternate or block ascending messages in certain circumstances. Focus is on the effect that 
psychological factors can have in modulating chronic pain, and the vicious circles that can 
develop for sufferers who become distressed and/or depressed by prolongued pain (Clare-Phillips 
1988). The central element of this model is therefore that any strong emotional state opens the 
pain gate and so increases pain messages to the brain.
Within this framework, intervention focused on four areas:
1. Explanation of the Gate Control Model (GCM)
I explained the GCM to Mr. F, using examples from his own experiences. On doing this, he 
was able to draw attention to vicious circles he found himself in, regarding his pain. For 
instance, he felt that when he was in a lot of pain, he would “snap” at his wife and daughters, 
become upset and hence aggravate his pain further.
2. Goal setting
A prolongued pain problem disrupts many areas of life. It is therefore important to shift focus 
away from the pain, and start the process of constructive thinking about what a person can 
achieve during the intervention period. With regard to the present case, goal setting 
concentrated on four main areas:
Leisure
Mr. F explained that although he had recently begun to go out more with his brother, 
he often felt too tired and could not be bothered to go out to see his frineds. He 
decided on a long term goal of seeing his friends twice a week. This was broken down 
into four steps:
1) To ring a friend once a week.
2) To ring friends twice a week.
3) To see friends once a week.
4) To see friends twice a week.
Relationships
Mr. F explained that when he was in a lot of pain he tended to “snap” at his wife and 
and would then become cross with himself for doing so. He felt that this aggravated 
his pain fiirther. He decided on a long term goal of being able to tell his wife and 
daughters when his pain was becoming worse, so that he did not reach the point 
when it was so bad that he would “snap”. Mr. F felt he had great difficulty in letting 
his family know when he was in pain. This was related to his belief that if he did not 
do certain tasks around the house, i.e. painting, he would not be as good a father/ 
husband as he used to be. Throughout sessions, time was spent discussing this issue 
and Mr. F began to take control in coping with his pain.
Sleep
At times Mr. F explained that his pain would wake him during the night. He would 
then have to move around, make a cup of tea, and read until it subsided. He was 
unsure whether relaxation techniques would help him at times like this, as once he 
returned to bed he did not have any difficulty in getting back to sleep. However, he
decided he would like to learn some techniques, as they may be useful to him at other 
times, i.e. during the day.
Exercise
Mr. F said that he regularly used the exercises given to him when he attended a course 
in physiotherapy. Hew also walked with his brother for about an hour each day. 
However, he sometimes felt that this aggravated the pain. Here the discussion focused 
on the importance of pacing activity.
The senior physiotherapist (part of the Pain Management Programme Team) also saw 
Mr. F for an hour’s consultation. She felt that, given his diagnosis, he was doing the 
optimal amount of activity advisable.
3. Pacing activities
Mr. F found it difficult to pace his activity at home. This, he explained, resulted in periods 
when he would rush around, engage himself in several activities, and then spend a couple of 
hours in a lot of pain. Here consideration was given to the idea that if he allowed himself a rest 
from activities at regular intervals, his pain would not reach such an intense level that he would 
have to rest for a long time.
4. Use of relaxation
Mr. F was introduced to various relaxation techniques throughout the six sessions. Firstly, the 
technique of diaphragmatic breathing was introduced in the second session. Mr. F could not 
use this technique fully, since he was unable to move his diaphragm. However, he found the 
slow, deep breathing action of his chest relaxing, and used this at regular intervals throughout 
the day and night when tension and stress became apparent. Secondly, progressive muscle 
relaxation was introduced in the third session. Thirdly, the technique of self hypnosis was 
introduced in the fifth session. Mr. F found this form of relaxation preferable to the 
progressive muscle relaxation technique, and began to use this daily as his primary relaxation 
technique.
Finally, Mr. F and his wife attended two one hour sessions with the clinical nurse specialist 
(part of the Main Management Programme Team). These sessions were designed to focus on 
teaching Mrs. F how to massage Mr. F’s back, shoulders and neck with aromatherapy oils to 
facilitate relaxation.
Motivation
Throughout the six weeks Mr. F seemed highly motivated to learn and use the information and 
techniques that were introduced to him.
Progress at one month follow-up
1. Goal setting
Leisure
Mr. F achieved all the steps within his goal, and by our last session was seeing friends 
and family twice, and sometimes three times, a week. His self esteem and sense of 
worth seemed to have improved greatly. He had begun to view his friends and family 
as valuing him for what he was, and not the person he was before his pain interfered 
significantly in his life.
Relationships
Mr. F initially found it difficult to tell his family when he began to feel that his pain 
was becoming worse. Early sessions focused on discussion of why this was so difficult 
for him. Mr. F was able to talk of how he felt that to admit his pain “getting the better 
of him” seemed to him to show his family that he was not coping. Consideration was 
therefore given to how telling them was an excellent coping strategy for controlling his 
pain: a positive rather than negative way of dealing with his situation.. As he began 
to tell his family when he was in pain, Mr. F found that he did not need to “snap” at 
them as much. Moreover, by preventing his pain from reaching high levels, he was 
able to do more around the house, and therefore felt more in control of his situation.
Sleep
As mentioned above, Mr. F was introduced to various relaxation techniques. Although 
he found these useful for checking his tension levels throughout the day, he did not find 
them particularly useful for helping him to sleep. However, his sleeping did improve 
overall - he was getting more sleep, and waking less frequently during the night. This 
may have been because he was more relaxed during the day.
Exercise
Mr. F began only to walk as far as was comfortable. He very quickly reported that 
since he was not pushing himself, neither was he suffering afterwards. This meant 
that in the long run he was able to walk further overall.
2. Pacing Activities
Mr. F began to allow himself frequent rests when carrying out tasks at home. He initially found 
this difficult and frequently commented that it was a very alien way of getting things done for 
him. However, as sessions drew to a close, resting whilst doing various tasks was becoming 
more of a habit for Mr. F. As a consequence, he explained that he could remain active for more 
of the day, whereas before he would be in a lot of pain by mid-day, due to doing too much in the 
morning.
3. Relaxation
As mentioned above, Mr. F began to use the relaxation techniques introduced throughout the 
sessions. He found these particularly useful during the day time, especially in relation to 
checking tension levels, and using massage before going to bed at night. As sessions came to a 
close he reported that, as with pacing, relaxation had become a skill that he was now using more 
habitually.
4. Cognitive changes
As mentioned above, in each session an opportunity was provided to consider how Mr. F’s 
cognitions affected how he behaved in relation to his pain. Here, consideration was given 
mostly to how Mr. F viewed himself as a father and husband. Initially, Mr. F was unwilling to 
talk about his pain with his family, since he believed that to admit to this meant that he was no 
longer in control of his situation. As sessions progressed, Mr. F was slowly able to view 
himself in a more positive light because he would tell his family about his pain, and therefore 
prevent bad episodes, rather than in a negative way because he was not able to do the things he 
was once able to do.
Discussions also focused on use of positive self statements, for instance, Mr. F began thinking 
about the things that he could do, rather then all the things that he would not do because of his 
pain.
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As a result of such cognitive changes, Mr. F’s self esteem and sense of worth increased. 
Consequently, he began to feel more in control of his situation and do more for himself: for 
instance he had begun to think about how he could develop his interest in gardening by growing 
plants inside rather then having to tend them outside, which involved a lot of bending.
Outcome
Mr. F gained several valuable tools for coping with his pain, including pacing, relation and use 
of positive self statements, which he would hopefully be able to use in the future.
Evaluation
Mr. F used the sessions well, in that he was extremely open to new ideas and highly motivated 
to provide himself with as good a quality of life as possible.
Contributions to the work from other professionals, such as the physiotherpist and clinical nurse 
specialist, were essential in providing a package of care which covered aspects of pain 
management other than psychological components.
The use of both English and Italian throughout sessions provided Mr. F with the opportunity to 
express himself far more clearly and effectively than if he had only been able to use English.
However, given the opportunity for further sessions, it may have been beneficial to focus more 
on cognitive aspects of the work: for instance, to concentrate further on how negative thoughts 
about himself and the loss of his working role fed into his views of what, for him, constituted a 
good husband and father. However, given the time available, I felt that Mr. F took many new 
skills away with him, which I was confident he would continue to use in the future.
Given more time, it may also have been useful to consider Mr. F’s negative thoughts about his 
role as a father and husband within a systemic framework. For instance, a focus on what he 
believed his wife and children may have said if present in sessions, may have been useful. For 
example, whether Mr. F perceived himself to be part of a parental system within the family, or 
whether he felt that his children and wife formed a sub-system of their own, thus isolating him 
from the parental and perhaps familial system.
Finally, no formal measures were taken at pre and post treatment stages in relation to Mr. F’s 
perception of the intensity of his pain and distress it caused him, and the extent to which it 
interfered with his life. Neither were formal measures taken relating to any anxiety or 
depression he was experiencing. Such measures would have been useful in providing a more
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objective evaluation of the treatment provided. However, this may have required translation of 
a large part of such tools, which may have led to unreliable and invalid measures. With a 
growing percentage of the population whose first language is not English this presents a 
problem which needs to be addressed not only in relation to formal measures, but also to 
assessment, treatment and evaluation procedures of a more informal nature.
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A ffE M biX  ONE
Psychology Department 
SW/im
30th December 1994
Dr
Consultant Anaesthetist
Dear -
Re: . -DOB 05 05 42-..
I have now seen I twice on an individual basis.
He is extremely motivated in developing strategies to manage his pain on a daily basis, and is 
consequently making excellent progress.
He is particularly keen to use relaxation in managing his pain, and has begun to use a relaxation tape 
at home. He would also like to receive a course of aromatherapy massage in day surgery if this is at 
all possible. I have explained that this treatment provides short term relaxation and is not a long term 
solution; I feel that he would benefit from this in learning what methods of relaxation are effective in 
managing pain.
I believe his next appointment with you is on 18.01.95.
Thanking you in advance.
With best wishes 
Yours sincerely.
Sione Watts
Pre-registration Clinical P^chologist
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W E N M X  TWO
Psychology Department
Direct line: 0181-296-4193
SW/jid
5th May 1995
Dr.
Consultant Anaesthetist 
Dear
RE: — — . dob 5.5.42
I have now seen r  i .r^fb r five sessions, and once for a one month follow-up.
r-.> has made excellent progress: he appears far less depressed and anxious, and has achieved 
several goals throughout sessions.
Relaxation and Stress Management
In particular he has begun to use deep breathing, self hypnosis and autogenic relaxation techniques 
daily, and finds these extremely helpful in relaxing him. . • • and his wife have also met with
\  ' (Clinical Nurse Specialist), so that M r s • -  could leam how to massage ' ’s 
back, neck and shoulders, using appropriate aromatherapy oils. Mrs I *  • ' continues to do this on a 
regular basis, a n d T  finds this effective in relaxing him.
Pacing and Planning Activities
. began pacing and planning his activity early on in our sessions, and now feels that he structures 
his day in a far more effective way, consequently achieving more than he once did. For instance, he is 
now able to complete tasks such as helping his wife cook, in stages, rather than attempting to do too 
much and failing to complete a task.
has begun to go out more - he walks with his brother each day, and visits friends regularly. He 
has also begun to plan how he can develop his interest in gardening by growing plants inside at a 
level where he does not have to bend, as he once did outside.
Exercise
1 has now begun to use an exercise regime which he was introduced to in previous physiotherapy. 
He met with ! • (Senior Physiotherapist) to assess whether he was engaged in the right
amount and type of exercise. " reported that he was doing the optimum amount and type of 
exercise for his condition.
Mr ' T- /Continued
Although : . has achieved a lot during our sessions, he is realistic in that he knows that he has and
will probably have ‘bad’ periods in the future. However, he feels that during such times he is now ‘far 
better equipped’ to deal with his pain.
I will therefore not be seeing him again.
Yours sincerely,
Siohe Watts
Pre-Registration Clinical Psychologist
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APPENDIX ONE:
LETTERS PERTAINING TO A REQUEST FOR, 
AND APPROVAL OF A CHANGE IN 
PLACEMENT CONTRACT
Psychology Department 
Direct line: 0181-296-4193 
SW/rh
18th May 1995
Administration Officer,
Committee for the Serening of Individual
Mrs. Helen Clark,
;  
 
Clinical Qualifications,
B.P.S.,
St. Andrews House,
49 Princes Street,
Leicester,
LEI 7DR
Dear Mrs. Clark,
I am in my third year of training and am in the process of completing the contract enclosed. A copy 
signed by myself, supervisor and co-ordinator of training was sent to the Committee in November 
1994 and subsequently approved.
However, due to restrictions on time, it is not possible for me to carry out an assessment, observation 
and evaluation of an individual pre-school age child (Goal A.3; p. 1). I have discussed this with both 
my supervisor and co-ordinator of training, who feel that it is not essential that I complete this task, as 
my work now and in the forseeable future involves adult and older adult clients only. To confirm 
this, they have both agreed to sign this letter.
Thank you for considering this alteration to my placement contract. I look forward to hearing of your 
decision.
Yours sincerely.
Sione Watts
Pre-Registration Clinical Psychologist
Hilary Rankin - Supervisor 
Chartered Clinical Psychologist
Paul Devonshire - Co-ordinator of Training
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C om puS erve: 1000 2 0 ,7 3
The British Psychological Society
HC/ADJ 
24 July 1995 
Ms S Watts
The St Heller NHS Trust
Psychology Department
Cotswolcl Road
Sutton
Surrey
SM2 5NF
Dear Ms Watts
Further to your letter of 18 May 1995, the Committee for Scrutiny of Individual Clinical Qualifications 
has now had the opportunity to consider your request to amend your plan of training.
I am happy to inform you that the Committee has approved this amendment to your plan of training.
However, the Committee would remind you that when you become a Chartered Psychologist you will be bound 
by the Code of Conduct which requires that you do not attempt to practise outside your area of 
competence. The Committee notes that you intend to work with adults and older adults only, but would 
recommend that should you decide to undertake work with younger children in the future you should seek 
supervision of this work for an initial period.
At the end of your third year of training you should follow the instructions contained within the 
docum&nt Monitoring the Third Year of Clinical Training for Trainees from Two Year Courses for the 
examination of this year. The scrutiny fee for the examination of this year has been set at £115, and 
should be enclosed with the documentation submitted at that time.
If you are a member of the Society please quote your membership number in any correspondence pertaining 
to this matter. Membership numbers appear on The Psychologist address labels. If you are not a member of 
the Society please ensure that an up to date address is included in any correspondence. Your assistance 
in this matter will enable us to identify your records and reply to you more quickly.
I look forward to receiving the appropriate documentation from you at the end of your third year of 
training.
Yours sincerely
HELEN CLARK (MISS)
Adtîiinistrator
cc Mr Bnice Napier, Chair, CSICQ
D rJ  G  Greene, Registrar, Board of Examiners in Clinical Psychology
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APPENDIX TWO:
EVALUATION OF CLINICAL COMPETENCE
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EVALUATION OF CLINICAL COMPETENCE: 
ASSESSMENT FORM ON SIONE WATTS
Supervisor’s overall evaluation
Slone’s degree of professionalism and competence are outstanding. The care, thoughtfulness 
and efficiency with which she undertakes all aspects of her work are impressive and her 
personal qualities make her a highly valued member of the team in whatever field she works.
I do not feel that there are any notable areas of weakness or limitation
SECTION A: WORK WITH INDIVIDUAL ADULTS AND CHILDREN AND COUPLES 
RELATIONSHIP FACTORS:
She has been effective in developing good therapeutic relationships and has a professional, but 
relaxed and sensitive, manner with patients. She is sensitive to patients’ communication and 
responds flexibly without losing sight of the overall goals of work with the patient. She is 
appropriately aware of dependency and termination issues.
FORMULATION OF PROBLEMS:
She has become increasingly competent in her ability to formulate problems from cognitive- 
behavioural and family systems perspectives. She is developing a more sophisticated 
understanding of the role which psychodynamic factors play in therapy and is continuing to 
work at further developing insight in this area to Anther enhance her excellent skills in 
formulation.
CARRYING OUT PROCEDURES:
She is able to competently and independently interview, select appropriate assessment 
measures and interpret results. She is particularly impressive in her ability to relate 
assessment results to the clinical needs of the patient and make appropriate 
recommendations/take appropriate steps in their clinical care.
m
MONITORING EFFECTIVENESS:
She is able to use a variety of methods to monitor effectiveness of interventions and interpret 
results appropriately.
REPORTS:
Both written and verbal reports are at all times clear, well-organised and succinct with all 
relevant information appropriately expressed. She is efficient in writing reports promptly 
and at the appropriate time.
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SECTION B: WORK WITH FAMILIES 
RELATIONSHIP FACTORS:
She has been very effective in establishing good working relationships with some difficult 
families. She has been particularly impressive in her ability to be sensitive to what may be 
underlying the family’s apparent negativity, resistance etc. and to persist so that good rapport 
is achieved. She has been very aware of the need to address termination issues. 
FORMULATION OF PROBLEMS:
She has a good range of theoretical models, which she is able to apply to work she is doing 
and is able to change her approach in a flexible way. She is particularly strong in her ability 
to link work with the family to issues in the wider system.
CARRYING OUT PROCEDURES:
She has always carried out the procedures and ideas discussed in supervision, unless 
circumstances had changed to make them no longer appropriate. Her work is always 
thoughtful and thorough.
MONITORING EFFECTIVENESS:
Formal measures have not been used, but she is keen to assess what has been achieved or not 
achieved. She can sometimes tend to underestimate the effectiveness of her own 
interventions.
REPORTS:
The letters which have been seen have all been clear, precise and well presented.
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SECTION C: WORK WITH GROUPS 
RELATIONSHIP FACTORS:
In working with patients with chronic pain she has been able to instil confidence in her skills 
and related in a sensitive, supportive and yet appropriately challenging way to group 
members. She is developing a good understanding of relationship factors between group 
members and has coped sensitively and competently with some difficult dynamics in the 
groups she has worked with.
FORMULATION OF PROBLEMS:
She is able to formulate problems clearly using different theoretical models and is flexibly 
able to reformulate when new information arises.
CARRYING OUT PROCEDURES:
Through the year she has developed good skills in adapting methods used to the particular 
needs of different groups within the overall freamework of the approach of a Pain 
Management Programme and has a good insight into the effectiveness and limitations of the 
approach.
MONITORING EFFECTIVENESS:
She is familiar with a wide range of assessment measures, which she has used effectively and 
interpreted appropriately.
REPORTS:
As in all her work, her written and verbal communications are very clear, well-organised and 
expressed at appropriate times.
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SECTION D: WORK WITH DIRECT CARE STAFF 
RELATIONSHIP FACTORS:
Reports from staff groups with whom she has worked have always been unequivocally 
positive, both about her personal qualities and the helpfulness of her interventions. She is 
very well aware of termination issues and has dealt with these in a professional and sensitive 
way.
FORMULATION OF PROBLEMS:
She has worked primarily as part of multi-disciplinary teams rather than in a consultative 
role. She has a good feel for the dynamics of teams and has worked within them in a 
flexible, sensitive way.
ENABLING STAFF TO CARRY OUT PROCEDURES:
She has been admirable in her ability to maintain her clarity of focus and achieve some 
valueable goals in some difficult situations, whilst succeeding in maintaining positive working 
relationships with the teams. This is a great strength which she will undoubtedly carry into 
any field she works in.
MONITORING EFFECTIVENESS:
She provided a useful written report on her observations of a ward which has provided the 
basis for altering some psychological practice and was found extremely relevant and valuable. 
REPORTS:
The above section indicates that her reports are not only well-written but of practical clinical 
relevance.
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SECTION E: TEACHING
PLANNING, PREPARATION AND PRESENTATION:
She has not had the opportunity to teach other staff groups this year. However, there is a 
large teaching component to patients on the pain management programme.
Her presentation of talks has been clear and well-strucutred and over the year she has 
developed good skills in gearing the material to the particular needs of the group. 
MONITORING EFFECTIVENESS:
Individual teaching sessions have been monitored as part of the overall assessment of the 
programme. She has been keen to take note of feedback (which has been very positive) and 
modify presentations accordingly.
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SECTION F: ORGNISATIONAL WORK/STAFF TEAM WORK
KNOWLEDGE OF ORGANISATION:
She has a good grasp of organisational issues and is able to function well within both the 
formal and informal system.
ACTIVITY WITHIN ORGANISATION:
She functions well within the organisational framework, and has made positive contributions 
to improving the functioning of the organisation itself. She is always positive in her 
approach, but realistic about what is achievable and maintains a level-headed professional 
stance undr all circumstances.
CONTRIBUTION TO WARD-BASED OR STAFF TEAM ACTIVITIES:
She is a highly valued and well-respected member of the teams with which she works. Her 
contributions are always constructive and presented in ways which make them easy for team 
members to take up. She is able to speak up when appropriate and is well-liked by other 
team members.
SECTION G: RESEARCH ACTIVITY
IDENTIFICATION AND EVALUATION OF RELEVANT LITERATURE:
She is pro-active in seeking appropriate reading material and to integrate this in her clinical 
work. She has extremely good knowledge in the areas she has covered in her post here. At 
times she would benefit from developing a more critical stance towards the literature. She is 
aware of this and no doubt will pursue this goal effectively as she does in all areas. 
FORMULATION AND DESIGN: IDENTIFICATION OF PROBLEM:
As in all areas, she is a very clear thinker and can very competently state problems in a way 
which leads to an appropriate research design.
DATA COLLECTION AND ANALYSIS:
She has shown great efficiency in organising and carrying out data collection and has 
analysed her data appropriately and competently.
INTERPRETATION OF RESULTS:
She can interpret results and draw appropriate conclusions. At times she can have a 
tendency to underestimate the importance of results obtained. She is working towards 
adopting a more critical analytic perspective on her work and is making progress in this area. 
USE OF RESEARCH ACTIVITY:
Her research activity has been highly relevant and useful. One project led directly to a 
change in clinical practice. Her current project has yielded valuable information which will 
be used as a basis for further research in the field of chronic pain.
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SECTION H: PROFESSIONAL BEHAVIOUR
RELIABILITY:
Her reliability is excellent in all respects and at all times.
INTEREST AND ENTHUSIASM:
She shows considerable enthusiasm and commitment to her work and this has a positive effect 
on everyone with whom she works,
ORGANISING WORKLOAD AND MANAGING PRIORITIES:
She has shown an outstanding ability to cope efficiently and calmly with a varied and 
demanding workload, whilst recognising her own limitations appropriately and not taking on 
more than she can cope with.
DEGREE OF INDEPENDENCE APPROPRIATE TO STAGE OF LEARNING:
She is able to work independently and take responsibility for her work appropriately, but she 
recognises when further discussion is needed and brings issues appropriately to supervision. 
AWARENESS OF ETHICAL ISSUES:
She has a keen and appropriate awareness of ethical issues.
USE OF SUPERVISION:
She uses feedback and constructive criticism well. At times she could be less accepting and 
more challenging of ideas presented to her in supervision, and could think through the 
implications of these ideas in more depth. However, in general she is thoughtful and applies 
flexibly feedback given.
Hilary Rankin
Chartered Clinical Psychologist 
Pain Management Service
APPENDIX THREE:
CO-ORDINATOR OF TRAININGS 
CONFIDENTIAL REPORT ON CLINICAL COMPETENCE
THE BRITISH PSYCHOLOGICAL SOCIETY 
MEMBERSHIP AND QUALIFICATIONS BOARD 
COMMITTEE FOR THE SCRUTINY OF INDIVIDUAL CLINICAL QUALIFICATIONS 
Co-ordinator of Training’s Confidential Report on Clinical Competence
Comments on circumstances relating to the supervisors’ evaluations:
The conduct of this additional year appears to have been exemplary. Appropriate experience 
has been organised in a number of areas of clinical work, and the standard of professional 
work has been high. The candidate has enjoyed good professional relationships.
General comments on the candidate’s clinical competence:
Comments from supervisors have been good with no doubts expressed about her competence. 
Enthusiasm has been high and is likely to remain.
Paul Devonshire 
Co-ordinator of Training
PART FOUR 
RESEARCH AUDIT
THE INFLUENCE OF CONGRUENT 
BELIEFS AND PERCEIVED SOCIAL SUPPORT 
IN A PAIN MANAGEMENT PROGRAMME
Sione Watts
Grateful thanks are extended to Dr Robert Edelmann and Ms Hilaiy Rankin for their excellent 
supervision and to the Pain Management team at Sutton Hospital for their secretarial support 
and contribution to data collection.
1. Abstract
The objectives of this study were two fold. Firstly, to consider how attendance on an out­
patient Pain Management Programme affects patient and closest other (CO) Pain Locus of 
Control (PLC) orientation and secondly, to consider the relationship degree of congruence 
between patient and CO PLC orientation has with perceived social support gained from a CO, 
and with out-come on a Pain Management Programme. Twenty-four patients with chronic 
low back pain took part in a pre-post Pain Management Programme design. Three measures 
were used: The Short Form McGill Pain Questionnaire (SF-MPQ); The Pain Locus of 
Control Scale (PLCS), and The Norbeck Social Support Questionnaire (NSSQ). Analysis of 
the results demonstrated a number of significant changes over time in relation to patient 
scores on the SF-MPQ, and patient and CO PLCS scores. However, no significant 
relationship was found between degree of congruence between patient and CO PLC 
orientation, perceived social support, and outcome on the programme. Possible explanations 
for these results are discussed.
2. Introduction
As chronic pain and illness are increasingly seen as multiple determined phenomena, more 
attention is being paid to how psychological and socio-enviroiimental factors play a part in 
their etiology, maintenance and treatment.
In recent years a major focus of research has been the role that a patient’s family plays in 
chronic pain. In seeking to devise treatment programmes that will foster optimal use of pain 
management skills, studies have focused on the bi-directional nature of influence that pain 
has: in other words, how pain affects the individual patient and their family, but also how 
the family’s behaviour affects the individual’s pain behaviours and management of them. 
Whilst considering this bi-directional relationship, some studies have also considered the 
mediating factor that perceived social support plays in the perpetuation and treatment of 
chronic pain (e.g. Stembach 1974, Jamison and Virts, 1990).
2.1 Use o f psychological principles in health care
As a field, health psychology has made substantial contributions to the understanding of 
health behaviours and to the many factors that undermine health or lead to chronic illness 
(Taylor 1990).
Indeed, a cursory glance at the literature relating to health care, and more specifically 
management of chronic pain and illness, reflects the growing use of social and psychological 
principles to health care phenomena. Pain and illness are increasingly viewed as multiply 
determined, with not only physiological, but behavioural, psychological and social factors
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playing important role in many conditions, as well as in the management programmes used 
to treat them (Payne and Norfleet 1986).
Within this context the conceptualisation of chronic pain has developed from a unidimensional 
sensory perspective to a multidimensional perspective.
2.2 A multidimensional perspective o f chronic pain
Pain has been traditionally viewed from a unidimensional sensory perspective; the pain being 
directly proportional to nociceptive stimuli. Such a conceptualisation of pain views 
psychosocial variables as reactive and therefore secondary to the sensory stimuli (Melzack and 
Wall 1982).
This perspective of pain was seen as inadequate, and so Melzack and Wall (1982) suggested 
a multi dimensional Gate Control Model (GCM). This emphasises the contributions of 
motivational-aflective and cognitive evaluative factors as well as sensory physiological factors 
to the perception of pain.
Although the GCM has increased awareness of the importance of psychological as well as 
sensory parameters, it has given no direct attention to the role that the socio-environmental 
context may play in the experience of chronic pain. All chronic diseases have an impact on 
every aspect of life; social, vocational, recreational and familial, as well as physical (Turk 
et al 1987). The very nature of chronic conditions means that they extend over time, and are 
therefore likely to have major consequences for the family and social environment of a patient 
(Litman and Venters 1979). For instance, many people with chronic pain experience
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considerable financial strains due to loss of gainful employment and suffer mood changes, 
that together with altered roles and responsibilities can adversely affect the family. It has 
therefore been suggested that chronic pain should be viewed in the context of the patients 
social network, with the family being of primary importance (Rby, 1982; Payne and Norfleet 
1986; Turk et al 1987).
2.3 The bi-directional nature o f influence in chronic pain
The primary approach to persistent pain had been to seek physiological causes, and cures 
within the body of the individual. However, for the category of patients complaining of 
long-term-non-malignant pain, such an approach has been inadequate in accounting for their 
subjective experience of suffering, and their lack of responsiveness to conventional modes of 
treatment. As noted above, many studies have focused on the psychological variables that 
may contribute to the syndrome of chronic pain (e.g. Stembach 1974; Timmermans and 
Stembach 1976; Swanson 1984).
As Turk and colleagues (1987) note, the family is the primary agent in the socialisation about 
health care attitudes and behaviour:
Families maintain primary responsibility for the care of the chronically ill (Stuifbergen
1987).
• 70 - 90 percent of illness episodes are coped with outside the formal health care
system (Snelling 1994).
* An individual describes his/her symptoms based largely on consultation with family 
members (Turk et al 1987).
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However, despite this wealth of literature, the role of the family in relation to chronic pain 
has largely been ignored until recent years.
2.4 The significance o f family factors in the etiology, perpetuation and treatment 
of chronic pain
While there is a large body of research examining the personality aspect of chronic pain 
patients, such interest is not evident in relation to family dynamics and its role in precipitation 
and perpetuation of chronic pain. As Roy (1982) points out, the research examining the role 
of family dynamics in the etiology of pain is on the whole weak. However, the role of the 
family in perpetuating pain behaviour is better studied and also better understood. Research 
relating to family-orientated treatments is once again characterised by lack of sound research.
2.4.1 The contribution o f family factors in the etiology o f chronic pain
For several decades now, researchers have hoped to discover early incidents or situations in 
a person’s life which would confirm psychological theories about the causation of pain. Early 
studies grew from psycho analytical theory, and attempted to discover psychotic causes of 
pain rooted in early family relationships (Payne and Norfleet 1986). Pain was conceptualised 
as an intrapersonal process. However, more recent focus is on the interpersonal processes 
which contribute to the development of chronic pain.
A literature search reveals a myriad of studies, which seem to link pain to various aspects of 
the pain patient’s family of origin. Variables often considered can be grouped under the 
following headings:
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a) Family structure
• Patient’s size of family (Hill & Blendis 1967).
• Patient’s position in the sibship (Gonda 1962).
b) Characteristics of other family members and relationships between them and the 
patient
• Quality of the relationship with parents, including early experiences of above 
factors (Engel 1959).
• Early loss of a family member (Hill & Blendis 1967).
• Depression in another family member (Bresler & Trubo 1979).
c) Environmental factors
• Family socio-economic status (Mersky & Spear 1967).
d) The concept of "painfiil families"
Increased incidence of chronic pain problems within certain families (Apley 
1975).
• Correspondence of location of pain in the patient, and a family member 
(Mohamed et al 1978).
e) The role of genetic variables
• Possible genetically determined vulnerability to the development of chronic 
pain (Stembach 1963).
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Studies considering the above variables are mixed. However, the consistent finding that pain 
patients have a high incidence of family members with pain indicates that family factors do 
play a role in the etiology of chronic pain.
Similarly, depression in a family member and correspondence of the location or quality of 
pain between patient and family member are other findings which suggest that psychological 
factors in the family of origin are involved in the development of chronic pain. However, 
as Payne and Norfleet (1986) note, the mechanisms which operate to produce these findings 
remain uninvestigated. Furthermore, the contributions of other aspects of the patient’s 
childhood family to the development of chronic pain, such as size, childhood loss of a family 
member and socio-economic factors remain vague.
Indeed, Turk and his colleagues (1987) point out in their review of the above studies that they 
are ridden with methodological problems. Firstly, research suggests that memory of pain is 
extremely unreliable (Linton & Gotestam 1985). Secondly, it could be that as a consequence, 
the presence of a chronic pain patient in a family makes other members of the family more 
attentive towards their own symptoms. A third problem with research in this field is that 
base rates of chronic pain symptoms in the population are unknown. One study showed that 
36% of families randomly drawn from a family practice clinic reported pain symptoms in one 
or more of its members in the two weeks preceding the study (Crook et al 1984). This 
indicates a high prevalence of familial pain models in the population, but may also be related 
to a reporting bias in individuals affected by pain (Turk et al 1987).
Finally, most studies are based on retrospective self-reports. Richards et al (1980) note that 
only prospective studies can provide the temporal ordering of events necessary to answer the
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question of causality. Until such research is carried out it is extremely difficult to determine 
whether the factors used above are causes or consequences of chronic pain. Without such 
knowledge clinicians are placed in the position of "having a theoretical construct with 
unknown validity" (Payne and Norfleet 1986).
2.4 .2  The contribution o f family factors in the perpetuation o f and adjustment to 
chronic pain
Perhaps the most pertinent question in this area is what purpose does the pain serve for either 
the patient or the family? Different theoretical viewpoints provide varying explanations, and 
as Turk and his colleagues (1987) point out, the literature is mostly theoretical. Furthermore, 
it tends to be anecdotal, with very little empirical research being reported. It is important 
to note that studies focus almost exclusively on the spouse, who although important, is only 
one member of the family. The contribution of family factors in the perpetuation of chronic 
pain will be discussed in relation to three main psychological models: family systems theory, 
operant-conditioning and cognitive-behavioural. Finally, the negative and positive effects of 
chronic pain on the family will be discussed.
2.4.2.1  Family systems theory
2.4 .2 .1 .1  Individually orientated models
Each of these associated family models suggests that an acute pain problem may be reinforced 
and maintained because it is adaptive and stabilises family members’ emotional states. In
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others words the presence of a sick individual can provide homeostasis within a family system 
(Waring 1977).
In their study examining the role of the family in maintaining pain symptoms Swanson & 
Maruta (1980) describe what they called ‘undesirable mutuality’ in chronic pain patients and 
their spouses: a high agreement was found between patient and spouses in the evaluation of 
the severity and impact of the pain problem. Flor (1987a) and her colleagues also reported 
similar findings. Higher agreement was related to poor treatment outcome. Such mutuality 
may be perceived as a factor relating to family support which has been cited as contributing 
to good pam management of chronic pain (Stembach 1974). This raises the critical question: 
at what point does ‘family support’ become ‘undesirable mutuality?’ In considering such a 
question, it is useful to consider an observation made by Turk and his colleagues (1987). As 
they point out, Swanson and Mamta (1980) did not assess the role of the pain in the family 
system in any detail. If the symptom is stabilising the system, then high marital satisfaction, 
little role strain and conflict, and little dysphoric mood would be expected in patients and 
their spouses. Later studies suggest that it this not the case (Flor et al 1987a, 1987b). 
Rather, chronic pain patients and their spouses show considerable distress and marital 
dissatisfaction, and a positive relationship between conflicts and pain levels. Indeed, Flor and 
her colleagues (1987b) go on to conclude that these effects related less to the existence of 
chronic pain per se, but rather to patient’s and spouse’s manner of coping with their situation. 
The issue of how patients and their families cope with chronic pain is perhaps related to 
individual health, or more specifically pain locus of control. The discussion will focus on 
this variable at a later stage. Either way though, the results of the studies discussed above 
tend to mitigate against the family systems model.
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2 .4 .2 .1 .2  Systems-focused models
Another set of family systems-orientated models focuses on the interaction in the family and 
the functional meaning of a symptom for the family system as a whole, rather than its 
individual members. These models concentrate on the characteristics of family dynamics in 
symptomatic families. Such characteristics include ‘enmeshment’, ‘rigidity’, 
‘overprotectiveness’ and lack of conflict resolution (Minuchin 1974). In support of his 
particular model Minuchin reports research on diabetic children. Families of poorly 
controlled as compared to well controlled diabetic children reveal more enmeshment, rigidity, 
and less parental conflict. It is agreed, however, that a "pile up" of family problems at a 
certain point may exhaust the family’s coping resources, and in this sense such characteristics 
may just as likely be a consequence of flare-ups in a patient’s condition as a cause (Patterson 
& McCubbin 1983).
However, such studies are ridden with methodological problems. Little attention is given to 
control groups, sample sizes are often small, and most of the evidence is taken from 
anecdotal reports. Furthermore, few details are provided regarding selection criteria. 
Therefore, no conclusion as to the adequacy of the proposed models and constructs can be 
drawn (Turk et al 1987).
2 .4 .2 .2  Operant-conditioning
Operant-conditioning models emphasise the important role of contingent-reinforcement in the 
development and perpetuation of a chronic pain problem. The family will play a major role 
as an agent of positive and negative reinforcement (Kremer et al 1985).
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Several studies have provided evidence to support this perspective. Block and his colleagues 
(1980) found that the spouse may serve as a discriminative stimulus for the display of pain 
behaviours in a chronic pain patient. If pain patients were observed by solicitous spouses, 
they reported higher pain levels, as compared to a neutral observer condition. When spouses 
were non-solicitous, patients reported higher pain levels with neutral observers present. 
Secondly, Flor and her colleagues (1987a) demonstrated that patient reported and spouse- 
reported reinforcement of pain behaviour explains a significant amount of variance in 
patients’ self-reported pain and activity levels: patients and solicitous spouses had more pain, 
but were also more satisfied with their marriages. This finding would perhaps support the 
family systems view that a symptom such as chronic pain provided a homeostatic function for 
some families. It is interesting to note here that in a study conducted by Flor et al (1989), 
it was found that the operant formulation was dependent on gender, marital status and marital 
satisfaction. This demonstrates how such formulations lack consideration of many factors that 
may alter the impact of reinforcement.
2.4 .2 .3  Cognitive-behavioural perspective
Operant-conditioning approaches to chronic pain fail to consider the reciprocal component of 
behaviour and do not take into account important cognitive components such as expectations 
of family members about family functioning, roles, life planning and goals. Indeed, almost 
all of the successful pain programmes for chronic back pain in America and the United 
Kingdom are based on a cognitive-behavioural perspective (Wells and Nown 1993). There 
may also be a difference between objective behavioural observation and the cognitive 
interpretation of couples. For example, Flor et al (1987a) found that patient’s perception of
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solicitous and punishing responses is more closely linked to his/her self-reported pain and 
activity levels than what a spouse says he or she actually does.
In summary, the family most likely contributes to the perpetuation of chronic pain problems. 
However, additional research is needed if we are to examine the processes that may translate 
a familial into a physical problem (Turk et al 1987).
2 .4 .2 .4  Is there a negative impact o f chronic pain on the family?
Chronic pain by definition will have sufficient time to affect the functioning of the entire 
family, having cognitive, affective, behavioural, social, economic and other consequences for 
the individual and family. Indeed, as Chowanec & Binik (1983) note, illness occurs in the 
social context and so does its management.
However, within this context some variables such as social support may play a moderating 
role in determining how a patient and their family cope with chronic pain (McCubbin & 
Patterson 1983). Seime and Zimmerman (1983) additionally point out that it is important not 
only to assess maladaptive coping but also to focus on adaptive coping. Little attention has 
been given to understanding the factors that contribute to coping. As mentioned above Pain 
locus of control will be discussed later as one such factor.
Indeed, the majority of studies have concentrated on the negative impact of chronic illness, 
specifically on the spouse. The main outcome variables that have been addressed are a) 
dysphoric mood; b) marital dissatisfaction and c) physical health. The present discussion will 
also consider some reports of positive coping of families with chronic illness.
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a) Dysphoric mood
Data seem to support the presence of somewhat higher incidences of depression in spouses 
of chronic pain patients, relative to community samples. For instance, Flor et al (1987b) 
found that 41% of patients with chronic pain and 26% of their spouses showed significant 
levels of depressed mood. Furthermore, spouses’ depressed mood was closely related to 
patients’ cognitive and affective evaluation of the pain experience, spouses’ life control and 
their marital satisfaction. The finding of an increased perception of lack of control over one’s 
life in spouses of chronic pain patients supports results demonstrated by Rowat and Knafl 
(1985). They also noted that one of the major problems spouses faced was uncertainty about 
the disease and feelings of helplessness and hopelessness.
b) Marital dissatisfaction
Marital and sexual dissatisfaction have frequently been reported by chronic pain patients and 
their spouses. For instance, Maruta et al (1981) assessed marital and sexual functioning in 
50 chronic pain patients and their spouses: 25% of patients and 65% of spouses reported 
negative change in marital satisfaction following onset of pain. Similarly, Flor et al (1987b) 
found substantial marital dissatisfaction in spouses of chronic pain patients. However, it is 
important to note that some studies have noted significant gender differences here. These 
suggest that wives of male chronic pain patients seem to be more affected and maritally 
dissatisfied than husbands of female patients (Romano et al 1989; Rowat & Knafl 1985). A 
possible explanation for such results may be that it is more acceptable for women to reveal 
feelings of distress in western populations, such as those used for the above studies.
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c) Physical health
There are some suggestions that chronic illness in one spouse may have adverse effects on 
the other spouses’ health. Block’s (1981) study was one of the first to provide support for 
this. Spouses were asked to observe their pain patient spouse, actor, or other pain patients 
displaying pain behaviour or behaviours not related to pain. Spouses showed increases in 
skin conductance and heart rate increases approaching significance, when viewing their patient 
spouses in pain. Furthermore, these responses were greater in magnitude for more maritally 
satisfied spouses. In another study of spouses of chronic pain patients, significant health 
problems were reported in 83% of spouses (Rowat & Knafl, 1985). However, caution must 
be taken in interpreting these results, as spouses studied are those of patients who have been 
treated at pain centres. These patients may not be a representative sample of patients with 
chronic pain. Rather, they are the patients and consequently spouses who are probably least 
able to cope (Payne & Norfleet 1986).
d) Limited negative effects
Some studies have found that families living with a chronic illness cope well. For instance. 
Brown et al (1982) assessed the relationship of family functioning and health status of 46 
patients with chronic stable angina and their families. Good family functioning was present 
in most families, and no relationship was found between family functioning and health status. 
It is important, though, to note that this finding is related to a particular type of disease; 
chronic stable angina is a disease with little stigma and social problems (Turk et al 1987). 
It may therefore not be possible to generalise such findings to other conditions such as 
chronic pain.
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However, Block & Boyer (1984) found that spouses of chronic back pain patients did not 
display elevated levels of psychological distress. Although spouses distress scores were 
higher if their marriage was poor.
In summary, although some spouses seem to be severely distressed a substantial proportion 
do not appear to be adversely affected. Earlier discussion noted that gender differences are 
important here (Rowat and Knafl 1985; Romano et al 1989). At present we have little 
knowledge of what factors determine good or poor adjustment. The evidence seems to 
suggest that marital satisfaction may be an important mediating variable. As noted above 
social support may be another such variable. This will be discussed in more detail at a later 
stage.
2.4.3 Should the family be included in the treatment of chronic pain?
Despite an absence of empirical support, family or spouse involvement appears to have been 
accepted as an essential ingredient in many pain programmes (Roy, 1982).
The most common rationale for involving spouses in the treatment of chronic pain is their 
potentially critical role in the operant reinforcement of pain behaviours (Fordyce 1976). A 
second rationale is to help family members as well as the patient cope with the effects of pain 
on their lives (Turk et al 1987). A third rationale comes from conceptualising pain as a part 
of a family symptom (Minuchin 1974). Therefore, involving spouses in treatment may 
facilitate restructuring the system to function more effectively without pain focused 
transactions.
There appear to be three basic family treatment approaches:
1) behavioural: teaching family members to ignore specific pain-related behaviours and to 
reinforce well behaviours;
2) transactional: promoting awareness of ways patients use pain for psychological ‘pay-offs’ 
and countering such attempts, supporting patients to discriminate these counteiproductive 
behaviours, and
3) systemic: focusing on changing the structure of family organisation so a new homeostasis 
is reached which does not require one member to take the sick role (Payne & Norfleet 1986).
Hudgens (1979) and Fordyce (1976) have described the use of behavioural orientation to 
family treatment with pain patients, and present outcome measures indicating improved family 
medication intake and more appropriate use of the health care system after treatment. 
Khatami and Rush (1978) used symptom and stimulus control, and social system intervention. 
Structural family therapy was used as well as instructions to family members on selectively 
reinforcing autonomous, responsible behaviour. Again, outcome measures were favourable 
demonstrating significant decreases in pain, hopelessness, depression and analgesic intake for 
five patients who completed this programme. However, for all these studies it is impossible 
to determine the extent family involvement and therapy contributed to overall success. In 
their well designed study, Moore and Chaney (1989) attempted to address this problem by 
using a control group. Results of a seven-month follow-up in an out-patient treatment 
programme (of cognitive-behavioural orientation) that compared the effects of spouse 
involvement in treatment to interventions involving only the patient were reported. It was 
concluded that "spouse participation did not enhance treatment outcome", although treatment 
gains were maintained in both groups. This is only one study though, and as Turk and Flor
(1984) note, it remains difficult to test the role of family systems via conventional research 
methods since the issue of circular causality remains inextricably linked to their role; with 
pain affecting the family and the family affecting pain.
2.5 Social support and physical health
In general the literature suggests that naturally occurring social support is beneficial in terms 
of recovery, rehabilitation, and adaptation to chronic disease. The evidence for the positive 
influence of social support exists across a variety of health problems, including cancer 
(Wortman, 1984), cardiovascular disease (Berkman 1982; Ostergren 1991; Holahan et al 
1995), chronic asthma (De Aroujo et al 1973), rheumatoid arthritis (Taal et al 1993; 
Kraaimaat et al 1995) and HIV infection (Nott et al 1995).
Before considering how social support affects adjustment to chronic pain it is important to 
firstly define social support, and secondly consider how such a concept may be measured.
2.5.1 Defining social support
Social support has been defined in many ways, with differing attention to its emotional, 
communicative, material and relational aspects (Schilling, 1987).
Thoits (1982, 1995) has thoroughly reviewed and evaluated the literature on social support. 
Her definition of social support will be used for the present study, and is as follows:
"....the  degree to which a person’s basic needs are gratified through interaction
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with others. Basic social needs include affection, esteem or approval, belonging, 
identity and security. These needs may be met by either the provision of socio­
economic aid (e.g. affection, sympathy and understanding, acceptance and esteem 
from significant others) or provision of instrumental aid (e.g. advice, information, 
help with family or work responsibilities, financial aid)".
Social support can be obtained from or provided by formal sources (e.g. from a doctor or 
priest) or informal sources (e.g. from a ftiend or family member) (Krol et al, 1993).
The benefits of social support for those who are chronically ill or disabled have been 
repeatedly explained in the literature by one of two hypotheses. Firstly, seeing such benefits 
as a main effect"; that is, support is beneficial since it provides consistent positive 
experiences and a set of stable socially rewarding roles. Secondly, seeing social support as 
a buffer to the effects of stress (Cohen and Willis, 1985). For instance, people with higher 
levels of support may have higher levels of self esteem or morale that help them cope with 
the everyday problems of being disabled.
It is important at this stage to distinguish between the terms social support, social network 
and social support network. The literature often blurs the distinction between these terms, 
creating confusion and leading to the misuse of them. Social network may be defined as "the 
entirety of social links between persons in a finite community of relationships" (Hurd et al, 
1981). Social support network can be defined as a "relational structure through which people 
request social support and make demands". It is important to recognise the difference 
between these terms, since practitioners and researchers often appear to regard social
networks as supportive ties between individuals. However, not all social networks are 
necessarily supportive (Schilling, 1987).
2.5.2 Measuring social support
One of the barriers to objective research regarding social support and its relationship to other 
variables has been the lack of a reliable, general convenient index of this concept. A 
practitioners and researchers have sought to develop such an index, a diversity of measures 
of social support has developed, reflecting the diversity of conceptualisation concerning its 
ingredients: these include The Social Support Questionnaire (Saranson et al 1983); The Social 
Support Questionnaire (cited in Norbeck et al, 1981); The Norbeck Social Support 
Questionnaire (Norbeck et al 1981, 1983) and The Significant Others Scale (Power et al,
1988).
The present study required a measure of social support that focused on the elements detailed 
in the definition of this concept given above (Thoits, 1982, 1995). It should, therefore, 
address the following:
1) The scale used should be capable of distinguishing between structural and functional 
aspects of support. Structural aspects of the scale should measure which significant 
relationships do or do not exist (social network) and which relationships provide support 
(social support network).
2) Functional aspects of the scale should measure what type of support is provided in a 
particular relationship (e.g. in terms of emotional versus instrumental support).
3) The scale used should measure perceived support in preference to received support, since 
received support may be confused with level of stress (Wetherington and Kessler, 1986).
The Norbeck Social Support Questionnaire (NSSQ) (Norbeck et al, 1981, 1983) met all these 
criteria, and was therefore selected to measure perceived social support in the present study. 
For further details of this measure see Section 3.3.1.
2.5.3 Social support as a moderating factor in the perpetuation and adjustment to 
chronic pain.
Although research has focused on the benefits of high levels of social support in a variety of 
diseases, less research has considered the role that this plays in adjustment to chronic pain 
syndromes, such as chronic low back pain. Literature searches revealed only three studies 
relating to this area, the most recent of which was carried out in 1990. Interest in this topic 
seems to have waned in the past few years! All three studies focused on social support 
provided by family members as opposed to a wider social support network which included 
non-family members.
The mechanisms through which social support can influence an individual’s physical health 
has been described as complex (Kaplan and Toshima, 1990). Little is known about what 
support-givers actually do to encourage or sustain health related changes (Thoits, 1995). To 
add to the complexity a close other’s sheer presence may regulate an individual’s behaviour. 
For instance, as noted earlier. Block et al (1980) found that patients who were observed by 
a solicitous spouse reported higher pain levels, as compared to a neutral observer condition. 
Further support for this is reported by the first of the three identified studies considering the
1L&
effect of social support on chronic pain. Gil and her colleagues (1987) found that pain 
behaviour varied as a function of levels of satisfaction with social support. Individuals 
reporting higher satisfaction with social support exhibited significantly higher levels of 
individual pain behaviours such as guarding, ribbing and bracing: in this sense contributing 
to the perpetuation of chronic pain.
However, contrary to the above results, the two other identified studies considering the 
relationship between social support and adjustment to chronic pain seem to suggest that social 
support provides a beneficial effect in the adjustment to chronic pain. Firstly, Stembach 
(1974) reported that chronic pain patients "who are married and have family support tend to 
do better than those who have never married or who were formedj married, but who are 
living alone". Secondly, Jamison and Virts (1990) found that on follow-up, a year after 
completing an out-patient programme, chronic pain patients who described their families as 
being supportive reported significantly less pain intensity, less reliance on medication and 
greater activity levels. They also tended to be working and not to have gone elsewhere for 
treatment of the pain compared with patients who described their families as non-supportive. 
In contrast to Gil et al’s (1987) study, the latter two studies seem to suggest that social 
support gained from the family does not contribute to the perpetuation of chronic pain 
conditions.
Differing methodologies may account for the varying results demonstrated by the above 
studies. Indeed, due to very different designs, sample sizes and measures used it is difficult 
to draw any conclusions from their findings. It may be though, that such differing results 
could be explained if other factors affecting the mechanism through which social support can 
influence an individual’s management of chronic pain are considered.
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A factor that may play a part in this mechanism is the extent to which a person’s beliefs 
about how much they can control their pain (pain locus of control orientation) matches those 
of a named closest other  ^within their social support network. Such comparative beliefs may 
in turn affect the extent to which that CO is perceived by that individual as socially 
supportive, and in turn affect outcome on a pain management programme. The literature and 
clinical observations leading to this proposal will now be discussed.
2.6 The possible relationship between Pain Locus o f Control (PLC) orientation and 
perceived social support in the perpetuation o f and adjustment to chronic pain.
2.6.1 The development and use o f the concept PLC
It has already been noted that chronic pain leads to anxiety in the patient and their family, 
which is largely due to uncertainties that this type of pain brings (Rowat and Knafl, 1985). 
In this sense chronic pain may cause problems of adjustment in some individuals, others, 
despite the ongoing experience of pain, appear to function relatively well. Models of stress 
and coping may be useful in explaining these differences in adjustment. In these models, 
pain is conceptualised as a source of stress, whereas coping is defined as purposeful effort 
to manage or negate the negative impact of pain. Beliefs about pain are assumed to play an 
important role in the process of coping by influencing an individual’s coping efforts and level 
of adjustment (Lazarus and Folkman, 1984). Recently, researchers have shown an increased 
interest in the relationship between a patient’s locus of control orientation and adjustment to 
chronic pain and coping efforts (Jenson et al, 1991).
 ^ The term closest other is used to describe a person who an individual perceives as 
being closest to them, of those people in their social support network. The term significant 
other has not been used since this is often restricted to spouses or partners.
The locus of control concept was introduced by behavioural scientists (Rotter, et al 1962) and 
has led to fundamental psychological research regarding the relationship between attitudes and 
beliefs, on the one hand, and behaviour on the other. Individuals who have an internal locus 
of control orientation believe that a positive cause and effect relationship exists between their 
own behaviour and their experiences. People with an external locus of control orientation 
perceive a lack of relationship between their behaviour and what they experience. In these 
individuals, these experiences may be perceived as being controlled by sources external to 
themselves such as significant others, fate, or work.
Consistent with the general stress and coping models mentioned above, it can be assumed that 
beliefs regarding control ability are related to coping efforts and adjustment to chronic pain. 
The research to date seems to support this opposition. For instance, Skevington (1983) found 
that chronic pain patients with an internal locus of control orientation were less depressed and 
distressed by their pain than patients with an external locus of control. Using an adapted 
version of the multidimensional health locus of control questionnaire (MHLC) Tooney and 
colleagues (1991) found that chronic pain patients with higher internal locus of control scores 
reported their pain as less intense and less frequent than those with lower scores.
Results of various other studies (e.g. Crisson and Keefe, 1988; Buckelew et al 1990; Martin 
et al 1990) suggest a relationship between an internal locus of control orientation and a more 
positive adjustment to chronic pain, and between an external locus of control orientation and 
a more negative adjustment. The results also suggest that locus of control orientations are 
related to other appraisal processes such as perceived pain control or perceived helplessness 
and to various efforts for coping with pain.
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The studies cited above used (adapted) either general or health locus of control questionnaires. 
They were also either unidimensional or multidimensional. Because these questionnaires 
contain items which are not directly relevant for pain, the necessity to design a specific locus 
of pain control scale was acknowledged (Levenson, 1981). Skevington (1990) and later Main 
et al (1993) developed scales devised specifically to measure PLC. However, limited 
reliability has been reported for these measures. For instance, Skevington (1990) reported 
an overall scale reliability of r  = 0.68. As Sowden (1993) comments, while this level of 
reliability is almost acceptable, for research purposes it substantially limits the predictive 
validity of a scale; at best under half the variance could be explained. Sowden (1993) 
therefore developed a PLC scale which overcame these difficulties. It is this measure that 
the present study uses. See Section 3.3.1 for details of the scale’s psychometric properties.
2.6 .2  The degree o f congruence between patient and closest other (CO) PLC
The above discussion shows quite clearly what an important role a person’s PLC orientation 
has to play in the adjustment to pain.
The PLC orientation of a closest other within an individual’s social support network may also 
be important in considering that individual’s adjustment to pain. Several studies have pointed 
to the influence that close others within the social support network, have on an individual’s 
health beliefs (e.g. Ajzen and Frohbein 1980; Mootz, 1981). The social psychological 
literature has also focused on how individuals are often attracted to those with similar beliefs 
(Hayes and Orrel 1987). It could be then, that an individual and their CO’s PLC orientation 
may be similar for one of two reasons. Firstly, that an individual PLC orientation is
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influenced by those close to them, or secondly, because they are attracted to those with 
similar beliefs.
The degree of congruence between two different peoples’ PLC orientation indicates the extent 
to which they are similar in their belief about how much they are able to control their pain. 
It is argued here that the extent to which an individual’s and CO’s PLC orientation are 
congruent, will relate to the extent to which a CO is perceived as being socially supportive 
to that individual. Please see Section 4.4.1 for details of how degree of congruence between 
patient and CO PLC orientation is defined.
2.7 The relationship between degree o f congruence between patient and CO PLC 
orientation, perceived social support and outcome on a pain management 
programme.
In considering her work on a back pain management programme, the author has observed that 
patients who express a similar PLC orientation to their CO’s seem to perceive them as being 
more supportive as compared to those who do not express a similar PLC orientation to their 
CO. In discussing this with them, the author has been told on numerous occasions that this 
support, and similar PLC orientation has been perceived as helping them achieve positive 
results on the programme. Studies mentioned earlier, suggesting that social support leads to 
satisfactoiy pain management (Stembach 1974) and good outcome on pain management 
programmes (Jamison and Virts, 1990) seem to provide evidence for part of this observation. 
However, studies considering how degree of congmence between patient and CO PLC 
orientation, perceived social support and treatment outcome are related have not yet been 
considered.
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A literature search for studies considering the relationship between these factors was carried 
out. No studies were found that considered the relationship between congruence between 
patient and CO PLC orientation and perceived social support, or aU three factors. However, 
a recent study was identified which suggested that discrepant perceptions of pain experience 
between patients and their spouses interferes with satisfactory pain management (Taylor et 
al, 1993). This contrasts with the results of the two other studies noted earlier (Swanson and 
Maruta 1980; Flor et al, 1987) which found that high agreement between patients and spouses 
regarding the perception of the severity and impact of the pain problem was associated with 
poor outcome on pain management programmes.
Although these studies did not measure level of agreement between patient and CO PLC 
orientation, they illustrate how the degree to which an individual’s and CO’s perceptions of 
the pain experience may influence pain management, and thus outcome on a programme.
However, the question of whether degree of congruence between patient and CO PLC 
orientation affects perceived social support, and in turn outcome on a programme remains 
unanswered in the literature to date.
The present study therefore aims to formally test the author’s clinical observations. It will 
examine how the degree of congruence between patient and CO PLC orientation affects 
firstly, how much a patient perceives themselves to be socially supported by that CO, and 
secondly outcome on a pain management programme. It is important to note here that the 
present study aims to measure perceived social support of patients CO’s, whether or not they 
are a spouse. Until now research has focused almost entirely on social support from spouses 
(Turk et al 1987).
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Pain Management Programmes such as the one run by the service in this study take a 
cognitive-behavioural perspective, and teach coping strategies that require the individual to 
assert themselves, and use their skills to manage pain effectively. As mentioned above the 
results of several studies (e.g. Buckelew et al 1990; Martin, et al 1990) have suggested that 
there is a relationship between internal locus of control orientation and a more positive 
adjustment to pain, and between an external locus of control orientation, and a more negative 
adjustment. It is therefore expected that the programme will influence patients and their CO’s 
ways of coping with pain towards a more internally orientated PLC orientation.
2.8 Objectives
The present study has the following objectives:
1. To investigate how attendance on an out-patient Pain Management Programme affects 
patient and CO PLC orientation.
2. To investigate the relationship of the degree of congruence between patient and CO 
PLC orientation with perceived social support gained from a CO, and in turn with 
outcome on a Pain Management Programme.
2.9 Hypotheses
It is hypothesised that:
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1. The efficacy of the Pain Management Programme
PLC orientation of both patient and CO will be modified by the Pain Management 
Programme in the direction of intemality.
2. The moderating effect of degree of congruence between patient and CO PLC 
orientation on perceived social support
The closer the relationship between PLC orientation of patient and CO, the greater the 
perceived social support gained by patients firom their CO’s, and the better the treatment 
outcome will be.
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3. Method
3.1 Participant characteristics
All 24 participants were consecutively referred from the same pain clinic at the same hospital 
in which the Pain Management Programme is run. Of these consecutive referrals three 
patients were unable to attend due to other commitments and were assigned to future Pain 
Management programmes. One was offered individual work due to literacy problems. 
Participants were subsequently categorised according to the nature of congruency (see Section 
4.4.1) between their own and their CO PLC’s scores.
All participants had been referred to and accepted for a place on a Pain Management 
Programme for chronic low back pain. They all suffered from chronic low back pain for 
which most had received exhaustive physical investigations, and for which no further medical 
treatment would be recommended in the future.
Each Pain Management Programme is run by a clinical psychologist, a clinical nurse 
specialist and a senior physiotherapist, who provide input to the psychological, medicinal and 
physical aspects of the programme. Having been accepted on a programme, patients attend 
eight consecutive two and a half hour sessions (one per week), followed by four one and a 
half hour follow-up sessions at one, three, six months and a year after the initial eight weeks 
have finished. The programmes are run for groups of four to ten patients. During the eight
weeks patients are introduced to various skills and techniques relating to psychological,
medical and physical aspects of managing their pain. In addition to work carried out in each
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session, handouts summarising the sessions input, and providing extra relevant information 
are given to each patient.
The programme is educational and follows a cognitive-behavioural approach. The aim is to 
increase quality of life, and help people live as normal a life as possible despite their pain. 
For further details of the programme’s aims, objectives, philosophy and structure see Apendix 
A.
Data was collected from five programmes, giving a total of 30 participants who began a Pain 
Management Programme. However, 4 participants were unable to complete the programmes 
due to illness, and two were not able to complete all the post programme measures. They 
were therefore not included in the study.
Within the total number of 24 participants (13 female and 11 male) who completed all the 
measures, age ranged between 22 and 78 years with a mean age of 48.92 years.
3.2 Sample selection
Ethical approval was sought and obtained from the Research Ethics Committee at the hospital 
concerned (see Appendix B for details). All patients gaining a place on a Pain Management 
Programme were given the opportunity to participate in the study. There were no pre­
programme exclusion criteria.
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3.3 Materials
3.3.1 Pre-programme measures
1) It is recognised that there are many different variables that may potentially be measured 
to assess treatment outcome on a Pain Management Programme (Turk et al 1993). These 
include anxiety, depression, self efficacy, physical functioning and flexibility as well as 
perceptions of pain. However, in the interests of using a research design appropriate to the 
time and resources available for this project, it was decided to measure treatment outcome 
with a single instrument relating to patient’s perception of their pain: the Short Form McGill 
Pain Questionnaire (SF-MPQ) (Melzack 1987). This established measure consists of 15 
descriptors (11 sensoiy; 4 affective) which are rated on a 4-point Likert scale from 0 (no pain) 
to 3 (severe pain). The SF-MPQ also includes the present pain intensity (PPI) rating of 
overall pain intensity derived from the standard McGill Pain Questionnaire (MPQ) (Melzack 
1975), and a Visual Analogue Scale (VAS) rated from ‘no pain’ on the extreme left and 
‘worst possible pain ’ on the extreme right of a 10 cm line. Initial reports for the SF-MPQ 
suggests that it is a reliable instrument which is adequately sensitive in demonstrating 
treatment effects and provides useful comparative profiles for different types of pain (Melzack 
1987).
2) The Pain Locus of Control Scale (PLCS) developed by Sowden (1993) was used to 
measure patient’s and their CO’s PLC orientation. This provides a single internal scale 
indicating the extent to which control of pain is attributed to the self. It comprises 15 items, 
all using a 6-point Likert type scale. The initial scale was piloted on a community sample 
(Sowden, 1993). Revisions were based on analysis of the statistical properties of the scale.
The revised version of the scale was administered to a second community sample. The 
second pilot of the scale resulted in the development of the final 14 item PLCS. Sowden 
(1993) reports that factor analysis revealed that all of the items in the scale had high internal 
consistency and item analysis revealed good item response distributions. Finally , the PLCS 
was validated on a hospital sample of patients about to undergo abdominal hysterectomies. 
Good internal consistency was again found.
The PLCS was used in calculating the degree of congruency between participant and CO PLC 
orientation. Please see Sections 4.4.1 and 4.4.2 for details of how degree of congruency was 
defined and calculated.
3) The Norbeck Social Support Questionnaire (NSSQ) (Norbeck et al 1981) was used to 
measure patient’s perceived social support. This instrument has three main variables: Total 
functional; Total network and Total loss, each with three sub-scales. The respondent is asked 
to ‘list each significant person in your life’. There is a space for the respondent to specify 
the category of relationship to each person listed (there are nine categories). There are then 
two questions relating to the functional properties of social support; affect, affirmation and 
aid (Questions 1-6). Questions Seven and Eight relate to the duration and frequency of 
contact with each significant person listed. Finally, the three parts of Question Nine related 
to recent losses within the respondent’s social support network. All questions (apart for the 
first part of Question Nine, which requires a ‘yes’ or ‘no’ answer) use a five-point Likert 
type scale. Norbeck et al (1981) report that initial testing of this instrument showed it to 
have both high test-re-test reliability and internal consistency. Evidence for concurrent 
validity was obtained through moderately high correlations with another questionnaire
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purported to measure social support: The Social Support Questionnaire developed by Cohen 
and Lazarus (cited in Norbeck et al 1981).
3.3.2 Post-programme measures
1. The Short Form McGill Pain Questionnaire (SF-MPQ) (Melzack 1987) as above.
2. The Pain Locus of Control Scale (PLCS) (Sowden 1993). As above, this was again 
completed by both the participants and their CO.
In testing the sensitivity and stability of the NSSQ Norbeck et al (1983) reported that over 
a seven month period, although actual composition of the social support network changed, 
mean number of persons listed did not change. Differences therefore occurred in the sources 
of support, but the perceived overall social support available was not found to change. The 
NSSQ was therefore not administered at the post-programme stage, since it was felt that 
although the composition of an individual’s social support network may change, the perceived 
overall support was not likely to significantly change in an eight week period.
For further details of all pre and post-programme measures used, see Appendix C.
3.4 Procedure
All participants offered a place on a Pain Management Programme were sent an information 
sheet with a covering letter (see Appendix D) explaining the research being carried out, two 
weeks before the programme began. If they wished to take part in the study they were asked
to spend approximately 15 minutes before the first session and 15 minutes after the eighth 
session, filling in the measures detailed above. In each instance they were given an extra 
copy of the PLCS for the person who they perceived to be their CO, to fill in. This was to 
be completed within 48 hours, and was then posted back to the Pain Management Centre. 
However, due to circumstances beyond the researcher’s control eight participants closest 
others were only able to complete a copy of the PLCS a week after participants had done so. 
Any significant differences between these and the 16 other participants PLCS scores was 
therefore addressed by statistical analysis. See Section five for details.
All participants were asked to read through the information sheets at home, and to bring them 
to the first session where they met with the interviewer. Questions about the interviewer’s 
professional status and the study were encouraged and answered accordingly.
On confirming a decision to take part in the study all participants were asked to complete a 
consent form (see Appendix D). Having completed this form participants were given the 
following instructions "I would now like you to fill in three questionnaires. Please do not 
spend too much time on any one questionnaire. It is your first reaction to the question that 
is important. There are no right or wrong answers, it is your own opinion that is important. 
Do you have any questions? (These were answered accordingly) .... Here are the 
questionnaires. " The questionnaires were given to the participants in a standard order. Each 
questionnaire included written instructions which participants were asked to read. If 
participants appeared to be confused or hesitated, they were asked if they needed further help, 
which was given accordingly. However, verbal information was kept to a minimum so that 
a standard approach could be maintained.
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For the third questionnaire - the NSSQ, participants were also instructed to put the person 
they perceived as being closest to them at the top of their list of significant others. This latter 
enabled statistical analysis to consider the relationship between PLC orientation of closest 
others and a participants perceived social support gained from that person.
Note that participant’s age and sex were recorded as part of routine procedures of the Pain 
Management Centre, and subsequently collected by the researcher.
On completion of the post-programme measures any further questions about the purpose of 
the study were encouraged and answered accordingly as a way of debriefing. All measures 
were then collected by the researcher, and pre- and post-programme measures collated. For 
diagrammatical representation of the overall experimental design and measures used please 
see Figure A.
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4. Results
4.1 Initial Analysis
Initial analysis was conducted to compare those groups within which CO’s completed the 
pre-programme PLCS one week after patients, and those who completed them 48 hours after 
patients. No significant differences were found between these two groups.
Given that subjects were treated in one of five programme groups a series of one-way anovas 
was carried out to examine group differences. No significant differences were found.
In view of the above findings, subjects were subsequently treated as one coherent group.
4.2 Reliability of the PLCS
Unlike the SF-MPQ and the NSSQ, the PLCS is not an established scale. Although it has 
been used with clinical populations with acute pain, it has not yet been completed by subjects 
with chronic pain.
The reliability of the PLCS was calculated using Cronbach’s Alpha. PLCS completed by 
both patients and their CO’s before the programme were used.
Table One: Reliability of the PLCS for patients and their CO’s before the programme.
No. of subjects No. of items Alpha
Patients PLCS 24 14 .795
CO PLCS 24 14 .879
Cronbach’s Alpha for the PLCS indicated that the scale’s internal consistency was high in 
relation to both patients and their COs. (see Table One)
4.3 Changes over time
Pre and post programme measures for patients and their COs were compared using Two 
Tailed Matched t Tests, (see Table Two)
Table Two: The difference between pre and post programme measures for patients and
their COs.
Pre programme Post Programme
VARIABLE n X SD X SD T
value
Two tailed 
probability
Patient’s
scores
McGill: Total 
Pain Score
24 20.041 11.075 20.166 9.389 .05 NS
McGill: VAS 24 7.591 1.764 6.363 2.421 -2.52 .05
McGill: PPI 24 3.391 0.988 2.739 1.214 -3.18 .005
PLCS 24 44.000 13.410 52.500 15.291 2.40 .05
CO’s Scores 
PLCS
24 46.750 13.741 55.218 13.207 4.17 .001
No significant difference was found for patient scores on the McGill Total Pain Score. 
Significant differences were however found in relation to patients’ scores on the McGill VAS 
(p< .05) and PPI (p< .005). Significant differences were also found for PLCS patient 
scores (p < .05) and CO scores (p< .001).
This indicates that during the course of the Pain Management Programme patients perceptions 
of both the severity (VAS), and present intensity (PPI) of their pain had reduced significantly 
and both patient and CO PLCS scores had become significantly more internally orientated.
4.4 Degree of congruence between patient and CO PLC orientation and patient's 
perceived social support gained from COs - is there a relationship?
4.4.1 A definition of congruence
Each patient obtained a congruence score. This related to the extent to which a patient's and 
CD's responses were similar on the PLCS. A smaller score would indicate closer agreement. 
A higher score would indicate less agreement.
The degree of congruence was of interest in its relation to the other variables measured; 
perceived social support gained from COs and treatment outcome on the programme. For 
instance, a high degree of congruence would be predictive of a high level of perceived social 
support and good treatment outcome according to the stated experimental hypothesis.
4.4.2 Calculation of degree of congruence
Degree of congruence between patient and CO PLCS scores was calculated by subtracting 
CO scores from patient scores. A score was therefore obtained for each patient. The higher 
the score, the lower the congruence (greater the discrepancy) between patient and CO PLCS 
scores. This would give a possible range of scores from -70 (where a CO is more internally 
orientated than the patient) to +70 (where a patient is more internally orientated than their 
CO).
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However, this did not reflect the direction of difference between scores. For instance, it is 
possible that a patient is more internally orientated than their CO, but also that their CO is 
more internally orientated than the patient. Three sets of scores were therefore provided:
1) Those ignoring the direction of difference between patient and CO, including all
subjects.
N = 24
2) Those considering only those instances where patient was more internally orientated
than their CO. This provided only positive values. A greater positivity indicating 
less congruent (more discrepant) beliefs.
N = 11
3) Those considering only those instances where CO was more internally orientated than
patient. This provided only negative values. A greater negativity indicating less 
congruent (more discrepant) beliefs.
N = 13
Note that no zero values were found, which would indicate that patient and CO were identical 
in PLCS score.
Since the direction of congruence may affect its relationship with other variables, three sets 
of correlations (in accordance with the above sets of congruence scores) were carried out 
when correlating the degree of congruence with other variables. Table Three shows the 
descriptive statistics for each set of congruence score.
3B9
Table Three: Descriptive Statistics for the three sets of congruence scores.
Sets of congruence scores n % SD Range mm. max.
Degree of congruence 
overall
24 12.58 10.86 41.00 1.00 42.00
Positive direction only 11 10.73 8.65 27.00 1.00 28.00
Negative direction only 13 14.15 12.56 41.00 -1.00 -42.00
Table Three indicated that each group has varying properties. It is important to note though 
that the niaximum congruence value for each group is +70; and -70 respectively: The nearer 
the value to these scores, the more discrepant (the less congruent) the PLC orientation 
between patient and CO. The means for each group are however, low in comparison to the 
maximum score, indicating fairly congruent, as opposed to discrepant beliefs.
4.4.3 Comment on the descriptive statistics of patient's scores on the subscales of the 
NSSQ in relation to their COs.
As Table Five indicates, the means of the NSSQ subscales are all high in relation to the 
maximum possible score (also the actual maximum score shown for all subscales). This 
shows a high level of perceived social support. Standard deviations are low suggesting little 
variance in scores. Figures One and Two illustrate how the distribution of scores for four 
of the subscales is negatively skewed. The duration subscale (Fig. 2) has no variance.
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Comparison with average rating per person reported by Norbeck et al (1981) for these 
subscales (see Table Four) reveals the means of the CO to be higher than the latter. This 
emphasises the fact that patients perceived themselves to be well supported by their CO s.
Table Four: Descriptive statistics of patient's scores on the subscales of the NSSQ^ in 
relation to their COs; also showing mean rating per person for NSSQ 
subscales from Norbeck et al's (1982) sample population.
Present smdv's NSSO scores n = 24
Variable X from Norbeck et 
al study n = 75
X SD Range min. max.
Affect 
Q 1 + 2
8.28 9.416 1.213 5 5 10
Affirmation 
Q 3 + 4
7.62 8.598 1.805 7 3 10
Aid
Q 5 +  6
6.14 9.000 1.318 5 5 10
Frequency of 
contact
3.29 4.750 0.847 4 1 5
Duration of 
relationship
4.30 5.000 0 0 5 5
+ Details of questions relating to NSSQ subscales:
Ql: How much does this person make you feel loved?
Q2. How much does this person make you feel respected or admired?
Q3: How much can you confide in this person?
Q4: How much does this person agree with or support your actions and thoughts?
Q5: If you needed to borrow £5.00, a lift to the doctor, other immediate help, how much 
could this person actually help?
Q6: If you were confined to bed for several weeks, how much could this person help you?
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Given the skewed distribution of the NSSQ subscale scores, non-parametric statistical tests 
were used to calculate the relationship between these and other variables. The results are 
reported below in Sections 4.4.4. and 4.4.5. Since none of the other variables measured in 
the present study demonstrated skewed distributions of scores, parametric tests were used to 
calculate the relationship between them. These results are presented in Sections 4.4.6 and 
4.4.7.
4.4.4 The relationship between the degree of congruence between patient and CO PLC 
orientation and perceived social support
The relationship between congruence of PLC orientation and perceived social support was 
calculated using Two Tailed Spearman's Rho correlations. The results are shown in Table 
Five.
m
Table Five: The relationship between degree of congruence between patient and CO PLC
orientation, and patient's perceived social support gained from COs.
Subscales of NSSQ relation to C 0 +
Affective 
Q l  + 2
Affirmation 
Q 3 + 4
Aid 
Q 5  +  6
Frequency of 
contact
Sets of
congruence
scores
n r value 2 tailed 
proba­
bility
r value 2 tailed 
proba­
bility
r value 2 tailed 
proba­
bility
r value 2
tailed
proba­
bility
Degree of
congruence
overall
24 -.216 NS .026 NS .056 NS .259 NS
Positive •
direction
only
11 -.449 NS -.512 NS -.152 NS -.365 NS
Negative
direction
only
13 -.013 NS -.427 NS -.203 NS -.116 NS
+  For details of questions see note with Table Four.
The results reported in Table Five indicate that no relationship was found between degree of 
congruence between patient and CO PLC orientation, and perceived social support gained 
from COs. This was regardless of the direction of difference between patient and CO PLC 
orientation.
Note that correlations relating to the duration of relationships of CO and loss of a CO were 
not computed. All patients scored the maximum score of five for duration of relationship 
with CO; since the standard deviation for duration was zero, this rendered any correlation 
with congruency redundant. Secondly, no patients reported the loss of a CO, again making 
correlational analysis with degree of congruence inappropriate.
4.4.5 The relationship between patient's perceived social support gained from their 
COs and outcome on the Pain Management Programme
In order to investigate the relationship between perceived social support, and perceived 
severity and intensity of pain (SF-MPQ) overtime, a Two Tailed Spearman's Rho correlation 
was calculated. The results are shown in Table Six.
Table Six: The relationship between perceived social support gained from CD's and
outcome on the Pain Management Programme
McGill VAS McGill PPI
NSSQ+
subscales
n r value 2 tailed 
probability
r value 2 tailed 
probability
Affect 
Ql +  2
24 .116 NS -.037 NS
Affirmation 
Q3 + 4
24 .125 NS .269 NS
Aid
Q5 + 6
24 .180 NS -^85 NS
Frequency 
of contact
24 -.180 NS -.295 NS
For details of questions see note with Table Four
The results shown in Table Six indicate that no relationship was found between any of the 
NSSQ subscales and perceived severity and intensity of pain across time.
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4.4.6 The relationship between degree of congruence of patient and CO PLC 
orientation and outcome on the Pain Management Programme
The relationship between degree of congruence between patient and CO PLC orientation and 
outcome on the programme was calculated using Two Tailed Pearson Product-Moment 
correlations. Results are displayed in Table Seven.
Table Seven: The relationship between degree of congruence between patient and CO PLC 
orientation and outcome on the Pain Management programme
SF - MPQ Subscales
Total Pain Score VAS PPI
Sets of
congruence score
n r value 2 tailed 
probability
r value 2 tailed 
probability
r value 2 tailed 
probability
Degree of
congruence
overall
24 -.125 NS .151 NS .321 NS
Positive direction 
only
11 .510 NS -.356 NS -.357 NS
Negative direction 
only
13 -.398 NS -.357 NS -.337 NS
The results of the correlations shown in Table Seven indicate that no relationship was found 
between degree of congruence between patient and CO PLC orientation and outcome on the 
programme. This was regardless of direction of difference between patient and CO.
4.4.7 The relationship between changes in patient PLC orientation and outcome on the 
Pain Management Programme
The relationship between change in patient PLC orientation and outcome on the Pain 
Management Programme was calculated using Two Tailed Pearson Product-Moment 
correlations (see Table Eight).
Table Eight: The relationship between change in patient PLC orientation and outcome on 
the Pain Management Programme
Change in Patient PLCS scores
VARIABLE n r value two tailed probability
Patients’ Scores 
McGill: Total Pain Score
24 .079 NS
McGill: VAS 24 .296 NS
McGill: PPI 24 .035 NS
The results of the correlations shown in Table Eight indicate that no relationship was found 
between change in patient PLC orientation and outcome on the Pain Management 
Programme.
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4.5 Summary
A number of significant changes over time were found. Significant increases towards 
intemality on the PLC orientation were shown for both patients and CO s after, as compared 
to before the Pain Management Programme.
Significant decreases in perceived severity and pain intensity were also demonstrated for 
patients on completing the programme as compared to before the programme.
However, no significant relationship was found between the degree of congmence between 
patient and CO PLC orientation with perceived support, or outcome on the programme; 
between perceived social support and outcome on the programme, or between change in 
patient PLC orientation and outcome on the programme.
Possible explanations for these results are discussed below.
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5. Discussion
5.1 Changes over time
It was hypothesised that PLC orientation of both patient and CO would be modified by the 
Pain Management Programme in the direction of intemality. Analysis of the pre and post 
programme measures revealed that this was the case. However, caution is important in 
interpreting these results: A literature search revealed no other studies that have examined 
change in patient or CO PLC orientation over time in a Pain Management Programme. Other 
studies are therefore needed in order to identify whether this is an isolated example of such 
change, or whether significant changes in patient and CO PLC orientation occur in other 
clinical populations receiving input from a Pain Management Programme.
As regards the change in CO PLC orientation it could be that involvement in one of the eight 
programme sessions led to this change. However, it may be that such a change was produced 
merely through informally receiving information from patients about the philosophy, 
objectives and aims of the programme. In order to tease out what led to this change a control 
group excluding CO’s from the programme would be needed. However, since it is the 
present programme’s practice to include COs it is questionable whether such an experimental 
design would be approved ethically. In any case, future research must consider such factors 
if the specific factors leading to change in CO PLC orientation are to be identified.
Significant differences were also found in relation to patients’ scores on the McGill VAS and 
PPI scales. A possible explanation for this result is that an increase in PLC led to a sense 
of more individual control in managing pain experience, which in turn may have led to pain
severity and intensity being perceived as less. However, as noted in Table Seven, there was 
no relationship between change in patient PLC orientation and outcome on the Pain 
Management Programme.
No significant difference was found over time for the total pain score on the SF-MPQ. In 
observing mean scores, levels seem to remain fairly static overtime. A possible explanation 
for this may that this scale asks patients to describe the nature of their pain in somatic and 
affective terms. Since all patients suffered from chronic pain, the nature of this is unlikely 
to change, whereas perceptions regarding intensity and severity are perhaps more likely to 
change once an individual feels they have more control in managing their pain.
5.2 The relationship between degree of congruence between patient and CO PLC 
orientation, perceived social support and outcome on the Pain Management 
Programme
5.2.1 The Relationship between degree of congruence between patient and CO PLC 
orientation and patient’s perceived social support gained from their COs
It was hypothesised that the closer the relationship between PLC orientation between the 
patient and CO, the greater the perceived social support gained by patients from their CO s. 
Mean scores of congruence values demonstrated low discrepancy between patient and CO 
PLCS scores, and social support means showed a high level of perceived support gained from 
CO’s. However, analysis revealed no significant relationship between these variables, 
regardless of direction of congruency. There are two possible explanations for this.
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Firstly, the lack of any variance for duration of relationship, and the low level of variance 
noted for the subscales actually included in correlational analysis, suggests that duration 
almost certainly had a ceiling effect, and that the other subscales may also suffer from such 
an effect. No variance for duration made correlational analysis impossible. The low level 
of variance noted in the skewed distribution of the other NSSQ subscale scores may have 
been too low to make any meaningful comparison with congruence scores. Indeed, although 
non-parametric tests were used to allow for the skewed distribution of scores, the non­
significant results may indicate that variance was not adequate enough to make any 
meaningful comparison with congruence scores, however appropriate the statistical test used.
Low variance in individual scores was not reported for any of the five populations used to 
test the psychometric properties of the NSSQ (Norbeck et al 1981,1983) indicating that it was 
probably not a function of the scale used. An alternative explanation may be that low variance 
in the present sample was due to patients giving what they thought were desirable answers 
regarding those named as their CO’s, thus producing a response bias. (In this sense they 
may have been reporting what they perceived to be the ideal rather than the actual level of 
social support to be gained from their CO.) However, four of Norbeck et al's populations 
comprised of student nurses, and one of employed adults: none suffered from chronic pain. 
It could be that the present study’s population responded differently as compared to the 
above samples. In this sense low variance may have been a function of the sample rather 
than the questionnaire. For instance, the present sample comprised of patients who perhaps 
accepted a place on the Pain Management Programme knowing that they would have a high 
level of support from their CO’s throughout it’s course.
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If results here did reflect what was perceived as an ideal level of social support that should 
be gained from a CO, it may have been more appropriate to use a measure of social support 
that distinguished between ideal and actual perceived social support gained from a CO. The 
significant others (SOS) scale (Power et al, 1988) distinguishes between these variables. As 
Power et al (1988) note, the actual vs ideal distinction is an extremely useful distinction 
between two different aspects of social support. They also point out that this distinction may 
be useful in the investigation of problems such as depression, since there is evidence to 
suggest that depressives typically have higher or unrealistic expectations of themselves and 
other people (e.g. Beck et al 1979). Although the present study was not concerned in 
measuring level of depression of patients, it has been found that chronic pain conditions are 
often associated with depressive symptoms (Linton, 1994). Indeed, many of the patients 
within the current study’s sample displayed low affect, and negative thoughts during the 
course of the programme. In considering the population of chronic pain sufferers as a whole, 
the ideal vs actual distinction of perceived social support may be a useful distinction in more 
ways than one. A future study may benefit from using the SOS scale in measuring perceived 
social support.
Secondly, it was earlier argued that congruence between individuals and their CD's beliefs 
may exist for one of two possible reasons. Firstly, that people are attracted to those with 
similar beliefs, and secondly because an individual's beliefs are often influenced by those in 
their social support network. However, due to individual differences, no relationship is 
exactly the same. Congruency of beliefs for one relationship may prove helpful, whereas for 
another it may not. Similarly, discrepancy of beliefs may be desirable for relationships in 
which individuals enjoy differences between them. Moreover, support within one relationship 
may mean agreeing with each other, and for another may not be necessary in feeling
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supported (Thoits, 1995). Therefore, congruency scores may in this sense have affected 
perceived social support in different ways for each patient, leading to non-significant results.
5.2.2 The relationship between patient's perceived social support gained from their 
COs, and outcome on the Pain Management Programme
It was hypothesized that greater perceived social support gained by patients from their CO's 
would relate to better treatment outcome.
Given that mean social support scores were high for all the NSSQ subscales, and there was 
a significant decrease in perceived severity and present intensity of pain on the SF-MPQ it 
could be that social support played a part in these decreases. Indeed previous studies have 
found that high levels of perceived social support are related to good outcome on Pain 
Management Programmes (Stembach, 1974; Jamison and Virts, 1990).
However contrary to the findings of the above studies, analysis showed no significant 
relationship between these variables. This may have been because of the lack of variance 
noted in all the NSSQ subscales which as mentioned above may make any comparison with 
outcome meaningless, however appropriate the statistical test used.
A second possible explanation for these results is that the SF - MPQ used to measure 
outcome only reflected one aspect of treatment outcome. As mentioned in Section 3.3.1, 
there are many different variables that may be measured to assess treatment outcome on pain 
management programmes (Turk et al, 1993). Given more time and resources, a future study 
may benefit from measuring affective (e.g. depression and anxiety) and physical (e.g.
flexibility and function) aspects of the pain experience as well as a patient's perceived pain 
levels. However, as Turk et al (1993) point out, when more than one component of 
treatment outcome is measured, it is very difficult then to say what reflects 'good' outcome. 
Do patients have to display a significant change in the desired direction for all aspects 
measured; or if not, how many aspects should they need to display a change in? Should these 
changes be present immediately after the programme ends, or at follow-ups, which are 
typically timetabled months and/or even years after the programme ends. This last point is 
important when considering the long term effects that perceived social support has an 
outcome in pain management programmes. The present results demonstrated significant 
decreases, in perceived pain intensity and severity. Since post-programme measures were 
taken at the end of the last session, it is impossible to say whether these changes will be 
maintained over time. In considering the relationship between perceived social support and 
treatment outcome, it may be advisable for a future study to measure these aspects of 
outcome across time after the programme ends; for instance at six months and a year follow- 
up. However, given the problematic distribution of patient's scores on the NSSQ, it may also 
be prudent to use an alternative measure of perceived social support, such as the SOS scale 
(Power et al 1988).
5.2.3 The relationship between degree of congruence between patient and CO PLC 
orientation, and outcome on the pain management programme
It was hypothesized that the closer the relationship between patient and CO PLC orientation 
the greater perceived social support, and the better the treatment overcome on the programme 
would be.
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The literature has reported varying views on how congruent and discrepant perception 
between pain experience affect pain management (Taylor et al 1993), and outcome on Pain 
Management Programmes (Swanson and Maruta 1980).
However, until now the impact that degree of congruence between patient and CO PLC 
orientation has on outcome has not been formally considered.
Analysis revealed no significant relationship between these factors. The most probable 
explanation for these results is that degree of congruence between patient and CO PLC 
orientation is not an influential factor affecting outcome. Discussion of these results could 
now then focus on which other factors affect outcome. However, the second objective of the 
present study was not to consider assessment of outcome, but to look at how congruence 
between patient and CO PLC orientation, perceived social support and outcome are related.
Since no relationship was found between any of the variables measured, the question of which 
other factors may have a moderating effect on perceived social support remains.
Thoits (1995) notes that the effect that personal resources have on perceived social support 
have been largely ignored. She argues that it is reasonable to suppose that individuals high 
in self esteem, also have greater social skills, which in turn should enhance their likelihood 
of having a support system in place and for perceiving that support is gained from COs in 
that social support network. It could be then, that the higher an individual’s self esteem, the 
higher perceived social support gained from their CO, and the better treatment outcome 
would be. In this case it may be that self esteem rather than degree of congruency between 
patient and CO PLC orientation is an influential factor in affecting perceived social support.
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As with self esteem, it may be argued that mastery in terms of the extent to which an 
individual feels in control of their life and indeed their pain, could affect perceived social 
support. It may therefore have been more appropriate to measure individual PLC orientation 
in relation to perceived social support rather than degree of congruence between patient and 
CO PLC orientation. Data collected for the present study could be used to calculate this 
relationship, and could provide the basis of a future study. However, given the ceiling effect 
noted for scores on the NSSQ, (possibly caused by a response bias), it may be more 
appropriate to correlate patient PLCS scores with perceived social support measured with the 
SOS scale (Power et al 1988).
In considering how personal resources may affect perceived social support, it may be useful 
to focus on how early family experience influence the development of these resources. The 
literature relating to the family's role in the etiology of and adjustment to chronic pain was 
reviewed earlier. This clearly demonstrated that factors relating to early family experience 
are powerful in the effect they have on the development of and adjustment to chronic pain 
conditions. In the same way early family experience may affect how an individual perceives 
social support. Indeed, as Saranson et al (1990) suggest, we need more information about 
the early experience and family relationships of people differing in perceived social support. 
Future research may therefore benefit from considering how people's early family experience 
affects perceived social support in later life.
Moving away from the family system to consider the wider system, it has been noted that 
pain experience is influenced by cultural factors (Heilman 1985). It may be then, that 
cultural background of a person could affect how they perceive social support. Although 
patients from differing cultural backgrounds participated in the study, ethnic origin was not
recorded. It may then be advisable for future research to consider how culture affects 
perceived social support.
Finally, a further factor that may have affected perceived social support in the present study 
could be that the prospect of a CO attending a session of the programme may have led to 
them being perceived as more socially supportive as compared to how they were normally 
perceived. This type of factor is a 'non-specific' factor. These factors are those not 
formally measured in a study, but that result from involvement in the study. Inclusion of a 
control group which excluded CO involvement in the programme would enable consideration 
of whether this particular 'non-specific' factor affects perceived social support, and in turn 
treatment outcome. However, as mentioned earlier, it is the present programme's practice 
to include COs, and so it is questionable as to whether such an experimental design would 
be approved ethically viable. Either way, future research would benefit from considering 
factors other than degree of congruence between patient and COL PLC orientation that may 
affect perceived social support, and in turn treatment outcome, such as those discussed above.
5.3 Summary and conclusions
In summary, significant changes across time were noted in patient's perceived severity and 
intensity of pain, and both patient and CO PLC orientation, in the direction of internality. 
No significant relationship was found between degree of congruence between patient and CO 
PLC orientation and perceived social support; perceived social support and outcome, or 
degree of congruence between patient and CO PLC orientation and outcome.
It seems from the results that the proposed moderating effect of degree of congruence 
between patient and CO PLC orientation on perceived social support and in turn outcome, 
may not exist. However, caution must be taken in interpreting results since variance of the 
NSSQ subscales was low, perhaps making any correlational analysis with the extent to which 
beliefs may be congruent, and how degree of congruence between patient and CO PLC 
orientation inappropriate. Conclusions drawn from results must also remain tentative due to 
the small sample size used, and the fact that all referrals come from a pain clinic, which 
perhaps led to a biased sample. Finally, other factors that may affect perceived social 
support were considered.
5.4 Limitations of the present study
1. No control group was used in which COs were not included in the programme.
2. All referrals came from a pain clinic, perhaps leading to a biased sample.
3. The NSSQ did not distinguish between ideal and actual perceived social support.
4. Only one aspect (perceived pain) of outcome was measured.
5. Sample size was small, making interpretation of results tentative.
20&
5.5 An improved design and methodology
Given the above limitations, the following recommendations are suggested in improving the
design and methodology of the present study.
1. Provision of a control group which included COs excluded from the programme. 
This would enable comparison of PLCS scores overtime for those COs included and 
not included in the programme, facilitating a more vigorous test of how the 
programme affects CO PLC.
2. Inclusion of patients received from both pain clinic, and non-pain clinic sources, thus 
leading to a less biased sample.
3. Low variance was not reported in any of the five populations used to test the 
psychometric properties of the NSSQ, thus indicating that low variance was perhaps 
not a function of the questionnaire. As noted earlier, low variance may have been a 
function of either a response bias in patients or the nature of a highly supported 
population. It is difficult to say how a future study could overcome these factors 
without changing the nature of the hypotheses or sample used.
4. However, if results were due to a response bias reflecting ideal perceived social 
support, use of a measure such as the SOS scale (Power et al 1988) which 
distinguishes between ideal and actual perceived social support may be a more 
appropriate measure of perceived social support.
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5. Measurement of more than one aspect of outcome, such as level of depression and 
anxiety as well as physical flexibility and functioning, at follow-up as well as initial 
programme end.
6. A larger sample size, enabling less tentative interpretation of results.
IlD
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APPENDIX A:
PHILOSGPHY, AIMS AND OBJECTIVES 
OF THE PAIN MANAGEMENT PROGRAMME
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APPENDIX C:
PRE AND POST PROGRAMME MEASURES
Fain 
Management 
Centre
SHORT-FORM McGILLPAIN QUESTIONNAIRE
NAME Mr/Mrs/Miss/Ms^_______________________________ ______
First Name Surname
Date:
INSTRUCTIONS:
PMP No:
Place a number from zero to three for each type of pain experienced.
0 NONE 2 MODERATE
1 MILD 3 SEVERE
PMP/SW/DEC94
THROBBING
SHOOTING
STABBING
SHARP
CRAMPING
GNAWING
HOT-BURNING
ACHING
HEAVY
TENDER
SPLITTING
TIRING-EXHAUSTING
SICKENING
FEARFUL
PUNISHING-CRUEL
m -
ANAT^ OGUE VISUAL SCALE
NAME Mr/Mrs/Miss/Ms.______ ________________________
First Name Surname
INSTRUCTION: from a scale of ‘NO PAIN’ to the ‘WORST POSSIBLE PAIN’,
please mark on the line a point corresponding to the severity of your 
pain.
No pain Worst possible pain
 I
PRESENT PAIN INTENSITY
INSTRUCTION Please circle one number corresponding to the word that descibes your 
present pain intensity.
0 NOPAIN
1 MILD
2 DISCOMFORTING
3 DISTRESSING
4 HORRIBLE
5 EXCRUCIATING
Thank you for your help
PMP/SW/DEC94
218
Pain Management Centrer Sutton Hospital
Name PMC No.
Pain Locus of Control
For each of the following questions please indicate your answer by ringing a number 
according to the following scale.
strongly somewhat slightly slightly somewhat strongly
disagree disagree disagree______agree_______ agree agree
1. I can greatly reduce how painful something is if I try.
1 2 3 4 5
2. I am directly responsible for how painful something is.
1 2 3 4 5
3. I can’t influence pain all that much.
1 2 3 4 5
4. Something only stays painful for as long as I fail to control it.
1 2 3 4 5
5. Controlling pain is reasonably easy.
1 2 3 4 5
6. If I take the right actions I can reduce how painful something feels.
1 2 3 4 5
ZZ9
strongly somewhat slightly slightly somewhat strongly
disagree disagree disagree______ agree_______ agree agree
7. I don’t think my behaviour can particularly effect my experience of pain
1 2 3 4 5 6
8. The main thing that effects pain is what I myself do.
1 2 3 4 5 6
9. People don’t realise how much they can do to reduce pain when something hurts
1 2 3 4 5 6
10. No matter what I do, if something is painful it will be painful.
1 2 3 4 5 6
11. If I feel pain, I have the power to influence it.
1 2 3 4 5 6
12. There are lots of things I can do to control how painful something is.
1 2 3 4 5 6
13. Pain is mostly mind over matter.
1 2 3 4 5 6
14. When I feel pain, I just have to let nature run its course.
1 2 3 4 5 6
130
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SOCIAL SUPPORT QUESTIONNAIRE
PLEASE READ ALL DIRECTIONS  
ON THIS PA GE BEFORE STAR TING.
Please list each significant person in your life on the right. Consider all 
the persons who provide personal support for you or who are important 
to you.
Use only first names or initials, and then indicate the relationship, as 
in the following example:
Example:
First Name or Initials Relationship
T.______  ______1.
2.
3.
4.
5.
KA r r . __________  NACb-rvAE.R
KAILS. ^
etc.
Use the following list to help you think of the people important to you, 
and list as many people as apply in your case.
— spouse or partner
— family members or relatives
— friends
— work or school associates
— neighbors
— health care providers
— counselor or therapist
— minister/priest/rabbi
— other
You do not have to use all 24 spaces. Use as many spaces as you have 
important persons in your life.
WHEN YOU HA VE FINISHED YOUR LIST, PLEASE TURN TO PAGE 2.
©  198 0  by jane S. N orbeck ,  D.N.Sc.
University o f  California, San Francisco  
Revised 1 9 8 2
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For each person you listed, please answer the following questions 
by writing in the number that applies.
1 = not at all
2 = a little
3 = moderately
4 = quite a bit
5 = a great deal
Question 1 :
How much does this person make 
you feel liked or loved?
1.
2 .
3.
4.
5.
6 .
7.
8 . 
9.
10.
1 1 .
1 2 .
13.
14.
15.
16.
17.
18.
19.
20 . 
21. 
2 2 .  .
23..
24..
Question 2:
How much does this person 
make you feel respected 
or admired?
1 .
2 .
3.
4.
5.
6 .
7.
8 . 
9.
10.
1 1 .
12.
13.
14.
15.
16.
17.
18.
19..
20 . .  
2 1 . .  
22 .. 
23..  
24. .
(7  91
GO ON TO N EXTPA G E
( 1 0 - 1 2 )
IhX
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Question 3:
How much can you confide 
in this person?
1.
2.
3.
4.
5.
6 .
7.
8 . 
9.
10.
1 1 .
12 .
13.
14.
15.
16.
17.
18.
19.
20 . 
2 1 . 
2 2 .
23.
24.
1 = not at all
2 = a little
3 = moderately
4 = quite a bit
5 = a great deal
Question 4;
How much does this person 
agree with or support your 
actions or thoughts?
1 .
2 .
3.
4.
5.
6 .
7.
8 . 
9.
10.
11 .
12.
13.
14.
15.
16.
17.
18.
19.
20 . 
2 1 . 
22 .
23.
24.
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1 = not at all
2 = a little
3 = moderately
4 = quite a bit
5 = a great deal ‘
Question 5:
If you needed to borrow $ 10, a ride 
to the doctor, or some other 
immediate help, how much could 
this person usually help?
1.
2 .
3.
4.
5.
6 .
7.
8 . 
9.
10.
1 1 .
12.
13.
14.
15.
16.
17.
18.
19.
20 . 
2 1 . 
2 2 .
23.
24.
Question 6:
If you were confined to bed for 
several weeks, how much could 
this person help you?
1 .
2 .
3.
4.
5.
6 .
7.
8 . 
9.
10 .
1 1 .
1 2 .
13.
14.
15.
16.
17.
18.
19.
20 . 
2 1 . 
22 .
23.
24.
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APPENDIX D:
PATIENT INFORMATION AND CONSENT FORM
Patient Information Sheet
The Influence of Social Support on the Management of Chronic Low
Back Pain,
I would be grateful if you would read this information sheet and use the 
information to decide whether you would be willing to take part in the study 
described below.
I am working on some research looking at how support from family and 
friends influences the management of chronic low back pain. The purpose of 
this is to develop an even better service to help people manage their pain in 
the future. To carry out this study I will be asking you to fill in three 
questionnaires for 15 minutes before the first session, and 15 minutes after the 
last session of the Pain Management Programme. I will also ask you to take 
one questionnaire home to be completed by someone closest to you. Please 
return this questionnaire at the second session. The information given will be 
treated with strict confidentiality and will not, in any way effect participation 
in the Pain Management Programme or any other treatment you receive from 
the Pain Management Services. If at any time during your time on the Pain 
Management Programme you wish to withdraw your participation in this 
study you are at hberty to do so.
You may like to know that this research will be submitted to the University of 
Surrey as part of a higher degree in Clinical Psychology. However, your 
name will never appear in this or any other write-up of the study.
If you have any questions, or would like further information then I will be 
happy to provide this.
Finally, I would be grateful if you would sign the attached form to let me 
know whether you would be wilhng to participate in the study.
Sione Watts/Dec94
PafîpTit consent form
I have read the information on the attached sheet and
I,
of
Post code
give my consent to participate in the study, which involves completing three 
questionnaires before and after the Pain Management Programme for 15 
minutes, and asking someone closest to me to fill in a questionnaire. This 
procedure has been explained to me by
Signed  .......... ..........................................
Date ............................. ....................
I confirm that I have explained the research procedure described in the 
information sheet.
Signed ......................................................
Date ......................................................
Sione Watts/Dec94
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S i g n e d  b y  t h e  p e r s o n  i n  c h a r g e  o f  t h e  p r o j e c t :
Signed ...... ................................................
Date ........ .............................................
The District Medical Ethical Committee has approved of the above statement 
Signed by the Chairman of that committee:
 ........................Date
Sione Watts/Dec94
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THE EFFICACY OF CQUNSETJJNG FOR 
ENHANCING POSTOPERATIVE PAIN RELIEF
Sione Watts
Grateful thanks are extended to Dr Robert Edelmann and Mrs Hilary 
Rankin for their excellent supervision and to the nursing staff at St 
Helier Hospital for their contribution to data collection.
1. ABSTRACT
This study explored the effect of pre-admission counselling on factors relating to 
postoperative recovery including satisfaction with Patient Controlled Analgesia (PCA) 
as a method of pain management. Thirty one patients about to undergo abdominal 
hysterectomy formed two groups depending on whether or not they chose to attend 
counselling.
It was hypothesized that there would be individual differences between those choosing 
and not choosing to attend counselling, which would in turn be predictive of 
postoperative recovery.
The preoperative measures were administered to both groups. These measures were 
repeated for those who attended counselling immediately after the session had. 
finished. Postoperative measures were completed by both groups twenty four and forty'J  ^
hours after surgery.
Results showed that there were distinct differences between the two groups on a 
number of the preoperative measures. However, the preoperative measures were not 
able to predict response to PCA postoperatively. Counselling did not seem to have 
a significant effect on participants’ scores in the short or long term. Possible 
explanations for these results are discussed.
2. INTRODUCTION
As illness is increasingly seen as a multiply determined phenomenon, more attention 
is being paid to how beliefs and expectations of treatment are influenced by 
psychological factors. Indeed, a major concern in managing surgical patients is the 
amount of pain and distress they will experience as a result of surgical procedures. 
In considering how to mimmize this pain and distress, studies have focused on how 
differing individual beliefs and expectations about treatment will affect pre- and 
postoperative experiences (e.g. Wallace, 1985). In turn, the literature also 
demonstrates a growing interest in how factors such as pain and health locus of 
control, past experience of pain and desire to be involved in one’s own health care 
affect such beliefs and expectations.
Advances in pain management have also begun to consider the importance of 
psychological factors such as control, for postoperative recovery. One such advance 
has been the introduction of patient-controlled-analgesia (PCA). In giving patients 
more control over their pain management it has been argued that levels of pain, 
anxiety, drug use and recovery time is greatly reduced (Smythe, 1992).
Similarly, the provision of information preoperatively has, in many cases, been shown 
to benefit postoperative recovery; for instance by reducing anxiety, (e.g Felton et al 
1976).
The following discussion will review the literature relating to individual responses to 
involvement in health care, use of PCA and provision of information.
2.1: Use of social psychological principles in health care
A cursory glance over the literature relating to health care and more specifically 
medical and surgical procedures reflects the growing use of social and psychological 
principles to health care phenomena: Illness is increasingly coming to be seen as 
multiply determined, with not only phijsiolo^iaxl, but behavioural, psychological and
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social factors playing important roles in many conditions, as well as the medical and 
surgical procedures used to treat them (O’Leary, 1984). Such factors have included 
patients’ understanding of their illnesses, and the degree of their participation in their 
own health care processes. (Korsch and Negrete 1972, Krantz and Schultz, 1980). 
As Sowden (1993) notes, it has been generally assumed that more information and self 
reliance is desirable (Vickery and Fries, 1980). These findings have led health 
services to provide patients with more information about, and involve them to a 
greater extent in, the health care process. However, as Sowden (1993) points out, 
some findings have questioned the validity of this assumption. For instance, it has 
been suggested that individual differences are likely to modify the efficacy of patient 
orientated approaches (Wallston, Wallston, Kaplan and Maider, 1976), and that some 
degrees of information (McIntosh, 1974), self care and responsibility (Linn and 
Lewis, 1979) may be more effective than others. Care should be taken before 
patients are given large amounts of involvement in their own health care. A number 
of factors can modify the effectiveness of patient orientated approaches, such as 
expectations of, and desire for personal control, and beliefs about health and illness 
(Krantz, Baum and Widerman, 1980). The literature suggests that different levels of 
involvement prove optimal depending on the individual: McIntosh (1974) and
Springam (1978) suggest that patients vaiy as to the amount of involvement, 
information and direction from physicians they prefer.
2.2: Social psychological concepts affecting individual differences in response 
to involvement in health care
2.2.1: Personal control in the health care setting
As Sowden (1993) notes, the literature on stress research suggests that increased 
participation and choice has been related to a sense of more personal control in 
subjects: This may be because such control leads to the belief that they can influence 
the outcome of an event (Langer and Rodin, 1976). Relating this principle to a health 
care setting, it would be beneficial to use self care programmes that promote a feeling 
of self reliance and control over patients’ behaviour and their bodies. Indeed, the
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literature demonstrates that an increased sense of behavioural and/or cognitive control 
has been implicated in the reduction of stress reactions regarding a range of 
threatening medical procedures including gynaecological examination (Fuller, Endress 
and Johnson, 1978); endoscopy (Johnson, Fuller and Leventhal, 1974); 
cholecystectomy (Johnson, Fuller, Endress and Rice, 1978); cardiac catheterization 
(Kendell et al, 1979) and nasogastric intubation (Padilla et al, 1981).
However, some of the literature suggests that in particular instances control may 
actually increase rather than reduce stress (Averill, 1973). This may occur when the 
required controlling response is difficult to exercise (Soloman, Holmes and McCaul, 
1980). The meaning of the control response (Thompson, 1981) or the congruence 
between patients expectations for control and the locus of control of the particular 
situation (Housten, 1972) are both factors that may control the extent to which control 
induces or reduces stress. For example, what is congruent for one individual could 
be incongruent for another. Use of health locus of control measures in some studies 
have shown that subjects in treatment conditions congruent with control beliefs 
demonstrate more satisfaction and higher compliance with a medical program (eg 
Lewis, Morisky and Flynn, 1978, Wallston et al 1976).
2.2.2: Hospitalization anxiety and personal control
Hospitalization anxiety has also been shown to reflect differences in individuals 
perspectives about control (Dennis, 1987). High anxiety levels whilst in hospital have 
been related to individuals who are younger, female, have high educational levels, and 
high trait anxiety. (De Wolfe, Barrell and Cummings, 1966; Rieder, 1982; Wilson- 
Bamett and Carrigy, 1978), more than seven hospital admissions, religion and race 
(Lucente and Freck, 1972)* Recency of hospitalization for medical patients and 
seriousness of illness for surgical patients (Volicer and Bums, 1979), have also been 
found to relate to hospitalization anxiety. These variables may lead to individual 
differences in desire for control in health care settings, mediated through 
hospitalization anxiety (Sowden, 1993).
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2.2.3; Self efficacy and personal control
Self efficacy theory postulates that people’s perceptions of their capabilities affect how 
they behave, their level of motivation, their thought patterns and their emotional 
reactions in stressful situations. This theory has been applied to diverse domains of 
psychosocial functioning, one of which is behaviour of patients when coping with 
medical and surgical procedures in health care settings (O’Leary, 1984). Self efficacy 
refers to one’s confidence in one’s ability to behave in such a way as to produce a 
desirable outcome (Bandura, 1977). Miller (1979) has therefore suggested that the 
experience of an aversive event might be lessened if an individual is sure they will 
have control, and that they can effectively exercise that control. Hence, the extent 
to which a situation is aversive might be reduced when a person has high self 
efficacy, and is confident that they can produce the required controlling response. In 
this sense self efficacy may be predictive of those who choose a controlling response.
2.2.4: Choice in health care setting
Krantz et al (1980) and Smith et al (1984) suggest that part of the meaning of control 
could be the degree to which an individual wants personal control: It may therefore 
be the actual choice an individual has in deciding how much they participate in 
specific health care activities, that modifies the efficacy of interventions, as opposed 
to having control per se. Schorr and Rodin (1984) and Miller(1980) found that 
subjects desired behavioural control only when they perceived it as increasing their 
chances of a good outcome. In this sense choice may be influenced by whether an 
individual believes it to be the most effective method available, In contrast, though, 
some studies have demonstrated that measuring patients general disposition in relation 
to choice in health care does not always prove helpful in predicting which individuals 
benefit from personal control (King, Norsen, Robertson and Hicks, 1987). These 
conflicting views indicate a great need for research to consider whether choice over 
treatments is a stronger predictor of outcome than other measures of individual 
personality characteristics.
m
2.2.5: Health beliefs and attitudes
Health beliefs and attitudes towards physicians and health care may also influence the 
efficacy of various treatment approaches for different people. For instance, Korsch 
and Negrete (1972) noted that when patients expectations are not met, they are less 
satisfied and in turn are less compliant with medical advice. Hospitals are often 
expected to be settings where care is received from others, rather than self 
administered. Although there has been a growing trend, in recent years, towards 
increasing patients responsibility for their health care by way of increasing information 
and self care, the specific impact of patient attitudes on outcome of these approaches 
is still unknown (Sowden, 1993).
2.2.6: Expectations o f pain and discomfort
Expectations that individuals have regarding pain and discomfort involved in medical 
and surgical procedures may also play a modifying role in whether people benefit 
from various treatment approaches. A cognitive information processing model 
developed by Leventhal et al (1970, 1971, 1979, 1983) proposes that the accuracy of 
pain expectations about impending threat determines the intensity of the patients’ 
emotional response to the event (Wallace, 1985). Therefore, the greater the 
discrepancy between expectation and actual experience of pain, the greater the 
emotional reaction. Hence, an individual who expects very little pain, but then 
experiences a lot of pain may not then perceive the treatment received as optimal. It 
follows then that if an accurate picture of treatment is provided for patients, then this 
will reduce patients distress. Several studies have found support for this hypothesis 
in relation to students (Johnson and Rice 1974); endoscopy patients (Johnson and 
Leventhal, 1974); patients undergoing vaginal examination (Johnson and Leventhal, 
1974) and abdominal surgery (Johnson, Rice, Fuller and Endress, 1978). However, 
Johnston (1981) suggests that it is not merely the discrepancy per se, that may be of 
predictive value here, but the direction of the discrepancy between expectation of 
pain, and pain impact that may be critical. She found that patients who expect more 
pain had less transient anxiety after surgery. Wallace (1985) though, found no
evidence for either Leventhal’s or Johnson’s arguments in her study of laparoscopy 
patients. She did find that provision of accurate information did lead to significantly 
less pain reported than in the two control groups used. She also TccMthat STAI /trait 
anxiety responses positively correlated with preoperative pain expectancy.
The mechanism whereby reported pain was reduced for patients given more accurate 
information is unclear from Wallace’s study, and what relation this bares to the 
correlation between trait anxiety and preoperative pain expectancy. The relationship 
between these factors obviously needs further investigation especially in relation to 
how they may prove to be predictors of individual responses to involvement in health 
care.
In reviewing the social psychological literature so far discussed it seems that for some 
individuals promotion of self care and involvement in their own health care may prove 
to be beneficial, this may not be so for others. The remainder of the present 
discussion will centre firstly, around a method of postoperative pain management that 
involves a large amount of involvement from the patient, and secondly on the 
provision of information as a means of facilitating postoperative recovery.
2.3: Patient controlled analgesia
In recent years, a new technique for managing pain has been developed. This is 
called "Patient Controlled Analgesia" (PCA), and is a method which enables the 
patient to self administer analgesia as they require, thus reducing pain. Analgesia is 
usually received by way of using electronically controlled infiision pumps which have 
an in built timing device which prevents the possibility of overdose. These machines 
can be operated by the patient so that intravenous administration of an analgesic 
occurs when pain is experienced.
As Sowden (1993) notes, PCA is being used increasingly for the management of pain 
in a wide range of settings. As Gü et al (1990) noted, when a person is faced with 
a painful or stressful situation, opportunity to control some aspect of their situation
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may influence the level of pain experienced. PCA provides such an opportunity. 
Indeed, Smythe (1992) concludes from his review of the research literaturej^CA 
seems to have several advantages over conventional analgesia, in the early 
postoperative period, such as improved pain relief, increased patient satisfaction and 
fewer postoperative complications. However, the literature does suggest that many 
factors may affect response to PCA other than size and location of incision. As 
Sowden (1993) notes, it is not clear whether all patients consistently benefit from this 
method or whether there are individual differences in responses to PCA, similar to 
more individual responses to involvement in health care discussed above. It seems 
likely that such social psychological factors will also influence response to PCA. 
Sowden goes on to suggest that the importance of considering these factors relates to 
the fact that PCA represents a negative feedback loop where a pain stimulus leads to 
a patient response; self admimstration of analgesia. Psychological variables may be 
present that effect the capacity to respond to the pain stimulus. Therefore too few 
responses to pain stimuli may lead to insufficient analgesia when using PCA.
2.3.1: Individual differences in response to pain and analgesic use
Although many studies have considered individual differences in response to pain and 
analgesic use, only a handful have focused on the direct effect psychological factors 
have on responses to PCA. For instance, Johnson et al (1978) suggest that internal 
locus of control predicts lower pain scores, and higher satisfaction with PCA. Gil et 
al (1990) found that patients with higher anxiety and less social support had higher 
postoperative pain, and made more frequent PCA demands. Magnani et al (1989) 
found that a history of pain may influence perceptions of postoperative pain. Such 
patients may therefore tolerate more pain and use PCA less effectively.
However, these studies lacked any form of control group. Sowden (1993) therefore 
earned out a study considering individual differences in response to PCA as compared 
to nurse administered analgesia. She found that despite individual differences in level 
of pain experienced, the only predicting factor of satisfaction with PCA was positive 
attitude to PCA. Satisfaction with pain management was overall higher for those
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using PCA than those receiving nurse administered analgesia. She also noted that the 
only preoperative difference between the experimental and control group was that 
those receiving PCA had a greater desire to be involved in their own health care. 
However, these scores indicated wide individual differences within the experimental 
group, and so could not explain such consistent levels of satisfaction with PCA. 
Sowden therefore suggests that one explanation for this may be that all those receiving 
PCA also received favourable findings of previous research on PCA. This may have 
led patients to believe that they were very fortunate to have access to this method of 
pain relief no matter what their attitude. Similarly, it may be argued according to the 
non-directional discrepancy hypothesis of pain expectancy (Leventhal et al 1971) that 
provision of more accurate information regarding the procedures and discomfort 
associated with this type of surgery resulted in patients expectations being more in line 
with actuality, and therefore resulting in greater satisfaction with their pain 
management.
2.4: Provision of information
Several studies have provided evidence for the theoretical assumption that preoperative 
preparation contributes to a patient’s psychological welfare following surgery, and 
hastens physical recovery (Egbert et al 1964; Johnson 1973; Johnson and Leventhal 
1974; Johnson, Morrissey and Leventhal 1973; Wallace 1986).
Several mechanisms of stress reduction have been suggested. First, that preoperative 
information may act to forwam and therefore desensitize the patient to the fearful 
elements of surgery (Shipley et al 1978). Secondly, that information encourages 
patients to prepare themselves to develop coping techniques to control their fear 
(Meichenbaum, 1975). Finally, that accurate information about surgery may 
encourage patients to concentrate on the objective non-emotional aspects of the 
impending event (Leventhal et al 1983).
However, other studies have found that provision of information has not been 
associated with better recovery (Andrew 1970 and Epstein, 1973).
Several factors have been shown to influence the efficacy of preparatory information. 
2.4 .1: Fear
Individual differences relating to level of fear have been found to effect the efficacy 
of information provision. Sime (1976) found that high fear subjects assimilated little 
preoperative information and experienced the least favourable recovery period. 
However, Kloss et al (1980) found that high fear patients benefited most from 
information, requiring shorter postoperative hospitalization.
Langer et al (1975) found that preparatory information unaccompanied by coping 
suggestions increased preoperative anxiety, and did not facilitate reduction of distress 
postoperatively. This variable may account for the different findings of Sime and 
Floss et al. Sime’s study did not provide coping information, whereas Kloss’s did.
2.4.2: Type of information
Similarly, Padilla et al (1980) found that patients receiving coping behaviour 
information as well as sensory and procedural information experienced less pain and 
anxiety postoperatively than those receiving only sensory and procedural information. 
As Padilla’s study shows, different types of information influence the efficacy of 
preparatory information on postoperative recover.
2.4.3: Information medium
The type of medium by which information is delivered has also been found to 
influence the effect information provision has on postoperative experience. Studies 
have considered various mediums: Instructions delivered by nurses (Lindeman and 
Van Aermam 1971); instruction and description of operative events delivered within 
a nurse-patient interaction (Felton et al 1976); use of tape recordings and photos in 
relation to instructions (Johnson et al 1978); and group discussion centering on 
information relating to expected sequence of events on the day of surgery, type of
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surgery and postoperative care activities (Schmitt and Woolridge 1973). All reported 
beneficial effects regarding postoperative recovery. Kloss et al (1980) compared the 
use of nurse visits to a pamphlet for providing information preoperatively. They 
found that a differential effect of providing information was dependent on the patients 
level of preoperative fear, with high fear patients benefiting most from information. 
Kloss et aTs study shows how the different factors influencing the efficacy of 
preparatory information on postoperative experience may interact and result in 
moderating and/or mediating effects of certain variables.
2.4.4: Timing o f information provision
A fourth factor that may affect the impact of preparatory information ,is the timing 
of its delivery in relation to the operative experience. Johnston (1980) examined the 
course of anxiety before, and after surgery, and found that patients demonstrated 
elevated anxiety levels before admission, and up to a week before surgery. Early 
provision of preparatory information may then help reduce anxiety before admission. 
However, Christopherson and Pfeiffer (1980) found that patients receiving an 
educational booklet one or two days before surgery had a faster recovery than those 
receiving it one to three weeks before surgery. Manias et al (1980) found that 
patients receiving information two weeks before surgery did not differ significantly 
in state anxiety, pain ratings, mood, physical recovery, length of hospitalization and 
analgesic usage, from those receiving information one day before surgery, or more 
in a no treatment control group.
The extent to which the above factors may affect the efficacy of preoperative 
information for postoperative experience depends upon individual differences in 
patients preferences for such information.
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2.4.5: Individual differences 
Information seekers vs information avoiders
When undergoing a subjectively threatening surgical procedure patients tend to fall 
into two broad categories: Those who cope by seeking out information, and those 
who distract themselves, and avoid information. Indeed, Kessler (1977) suggests that 
from a medicological viewpoint that while some patients may be upset by not being 
informed about their surgery, others may be upset by being given information which 
increases rather than reduces their fears.
These categories might also be used to distinguish those patients who welcome 
preoperative information from those who do not. Indeed, Wallace (1985) found that 
ten per cent of patients awaiting minor gynaecological surgery did not welcome 
special preparation. Thus, although most people, may prefer to receive additional 
preoperative information, there ^  some who do not welcome such information.
Miller and Mangan’s (1983) study is of interest here. They used an interactional 
framework to consider how individual differences in such coping styles interact with 
the amount of information given preoperatively to effect subjective, physiological and 
behavioural measures of arousal and discomfort in those wishing to undergo a 
diagnostic procedure (coloposcopy). They found that arousal was at its least when the 
amount of information ’fitted’ the individual’s coping style: For example, a low level 
of information given to someone who used distraction as a coping technique. From 
Miller and Mangan’s results it might be argued that individual differences in coping 
styles may result from individual differences in other factors such as demographic 
factors. However, Wallace (1985) found most patients welcoming specific 
preoperative preparation did not differ from those who did not prefer such 
information, as demographic measures, medical history, experience of surgery, 
knowledge about the operation, trait anxiety and reliance upon information sources of 
support and information. As detailed below the present study considers whether those
2SÏ
who choose to attend a pre-admission counselling group differ on certain input factors, 
from those who do not.
2.4.6: Patients preferences
In her study Wallace found that the majority of patients awaiting minor gynaecological 
surgery preferred procedural information when asked to choose between procedural, 
sensory and temporal coping or general reassuring information. However, when 
patients were interviewed after exposure to simple materials, a booklet combining a 
composite of these types of information plus general information about admission 
procedures was most preferred. Secondly, most patients preferred to receive 
information prior to hospitalization. However, Wallace did not consider whether 
fulfilment of such preferences enhanced postoperative recovery. As detailed below, 
the present study aims to consider how individual preferences regarding attendance at 
a pre-admission counselling group enhances postoperative pain relief.
2.5: How may provision of information enhance postoperative pain
management?
The present study has the following objectives:
1. To identity whether those patients who choose to attend the pre-admission 
counselling group differ from those who do not, regarding reason for 
operation; trait and state anxiety; pain and health locus of control; perceived 
pain experience and desire to be involved in one’s own health care.
2. To consider the moderating effect that provision of pre-admission provision of 
coping, sensoiy, procedural information and general reassurance has on the 
input factors detailed above.
3. To consider the effect of the following individual difference factor^ Anxiety, 
pain and health locus of control, desire to be involved in one’s own health
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care, perceived pain experience and past experience of pain and surgery, have 
on the efficacy of pre-admission provision of coping, sensory, procedural 
information and general reassurance for enhancing postoperative pain relief.
2.6: Hypotheses:
It is hypothesized that:
7. Differences between those choosing and not choosing to attend counselling:
la. There will be no individual differences between those who choose to attend 
pre-admission counselling and those who do not on measures of past 
experience of pain and surgery and trait anxiety.
lb. Those with moderate levels of^nxiety and/or internal locus of control will be 
more likely to attend counselling, than those with higher, or very low levels 
of anxiety, and/or an external locus of control.
2. Efficacy of counselling:
2. Those choosing to attend pre-admission counselling will have a tendency to 
experience lower levels of anxiety, pain, drug dosage and higher satisfaction 
with PCA postoperatively, which will be greater than that expected on the 
basis of their initially lower levels of anxiety.
3. Individual differences, past experience and pain outcome:
3a. Positive past experiences of pain and surgery will result in lower levels of
postoperative pain, anxiety, drug dosage and higher satisfaction in PCA, than 
would negative paSt experiences of pain.
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3b. High levels of expected pain and anxiety preoperatively will be associated with 
high levels of pain and anxiety postoperatively.
zsV
3. METHOD
3.1: Subject characteristics
As various factors might influence the choice to, or not to attend counselling, and 
response to hospitalization, pain and medication, it was thought important to use as 
homogeneous a sample as possible. All participants were female patients about to 
undergo Total Abdominal Hysterectomy.
Participants comprised two separate groups all from the same hospital. These were 
only distinguishable by whether or not they had chosen to attend pre-admission 
counselling.
All patients about to undergo Total Abdominal Hysterectomy had the opportunity to 
attend a pre-admission counselling session at this hospital. This was run by the 
gynaecology clinical nurse manager, a gynaecology staff nurse and a member of the 
acute pain team. This takes place once a month for an hour. During this time 
hospital staff provided an explanation of PCA and how to use it. Secondly, a video 
shown demonstrating exercises that patients were encouraged to do postoperatively. 
Finally, the time left (usually thirty minutes) was used to answer any questions 
patients had. The information given was usually procedural (what will happen), 
sensory (what it will feel like), and coping (what to do), but also included general 
reassurance about anything that patients were unsure or anxious about. Patients were 
also given packs comprising of written procedural, sensory and coping information.
All participants received PCA for management of their pain postoperatively. In the 
counselled group (15 participants) age of participants ranged between 32 and 81 with 
a mean age of 43.3, whilst for the non counselled group (16 participants) age of 
participants ranged from 28 to 80 with a mean age of 44.25.
There was a total number of 31 participants in the study. All participants completed 
each relevant aspect of the study.
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3.2: Sample selection
Ethical approval was sought and obtained from the Research Ethics Committee at the 
hospital concerned (See Apendix A). All patients undergoing Total Abdominal 
Hysterectomy, whose consultant gynaecologist was in agreement with the research, 
were given the opportunity to participate in the study. There were no preoperative 
exclusion criteria.
3.3 Materials
3.3.1: Preoperative measures
1. The Spieberger State - Trait Anxiety Inventory (STAI) was used to measure 
preoperative anxiety. Both the state and trait scales were administered. Each scale 
consists of 20 items, all rated on a 4 point Likert type scale, with higher scores 
indicating greater anxiety. The trait scale consists of statements that ask people to 
describe how they generally feel, whereas the state scale consists of statements that 
ask people to describe how they feel at a particular moment in time. For the purpose 
of this study, participants were asked how they felt before and after the pre-admission 
counselling group, or how they felt before their operation, depending upon whether 
or not they had chosen to attend the counselling group. All participants were asked 
how they felt two days after their operation.
2. The multidimensional health locus of control scale (Wallston, Wallston and 
DeVellis 1978) was used. Form A of this scale is considered to be most appropriate 
for studies relating to acute pain (Rokke et al, 1991). The scale comprises three six 
item subscales measuring the degree to which control is attributable to intemality, 
powerful others or chance. Items are rated on a six point Likert type scale. Wallston 
et al (1978) report adequate reliability and validity for this form of the MHLC.
3. The pain locus of control scale developed by Sowden (1993) was used. This 
provides a single internal scale indicating the extent to which control of pain is 
attributed to the self. It comprises 15 items, all using a 6 point Likert type scale. A 
pilot study carried out by Sowden (1993) demonstrated high internal consistency for 
both a community and clinical population.
4. The Behavioural Involvement subscale of the Krantz health opinion survey (Krantz 
et al 1980) was used for measuring the extent to which participants desired to be 
involved in their own health care. This has nine items, all using a binary 
agreeXdisagree response format. As Sowden (1993) notes, the Behavioural 
Involvement subscale of the health opinion survey has been found to have a low 
correlation (r = 0.26) with the Wallston health locus of control scale (Wallston et al 
1976). The multidimensional health locus of control scale and health opinion scale 
are therefore likely to be measuring different areas. It is for this reason that Sowden 
(1993) and the present study included it in the measures used. This subscale has been 
shown to have adequate internal consistency and test - re-test reliability (Krantz et al 
1980).
5. A second questionnaire designed by Sowden (1993) was also used for the present 
study. This recorded previous experiences of pain both during hospitalization, and 
at any other times that the participant could remember. Sowden designed the 
questions to minimize the possibility of raising preoperative anxiety, and therefore 
focused on experiences of pain relief, other than pain per se. Previous use of PCA 
was also recorded.
6. Demographic information, including marital status, occupation and date of birth
7. A perceived pain experience scale (P.P.E.S.) was designed by the author to measure 
expected pain experience post-operatively. This contains two items using a visual analogue scale; 
one using a five point, and another using a four point likert type response format.
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and after the pre-admission group, except numbers 5 and 6. These questionnaires 
required description of past pain and hospital experiences and so were not likely to 
change from the time that pre- and post group measures were taken.
3.3.2: Postoperative measures
1. The amount of medication used. This was recorded in the number of 
milligrams received on the first and second days postoperatively. At the 
hospital concerned, it was general practice to administer either morphine or 
pethidine when using a PCA machine for postoperative pain management. On 
occasions onmopan was used, but this was rare. Any other medication used 
was also specified: This included analgesics administered by nursing staff 
rather than by patients.
2. A rating of current level of pain was taken using a questionnaire designed by 
Sowden (1993). The patient was asked to record their pain level by putting 
a mark on a ten centimetre line (visual analogue scale) at the point that 
represented their pain. The scale ranged from 0 "no pain at all" to 10 "worst 
pain imaginable". This pain rating was then converted into numerical terms 
by measuring along the line from 0 to where the patient had placed their mark. 
The number of centimetres represents the level of pain, numerically.
3. Four rating scales designed by Sowden (1993) were also used to record the 
patient’s level of pain in the past twenty four hours, how much trouble they 
had with pain, how much treatment helped with the pain and how they felt 
their pain had been managed. These all used a Likert type response format.
All measures were taken twice, once after twenty four, and once after forty eight
hours postoperatively.
For further details of all pre and postoperative measures used see Appendix B.
3.4: Procedure
For participants choosing to attend pre-admission counselling, data collection
was carried out at the hospital concerned. Participants were sent an information sheet
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(see Appendix C) explaining the research being carried out. If they wished to take 
part in the study, they were asked to spend approximately 15 minutes before and 10 
minutes after the session filling in the measures detailed above.
Those participants not choosing to attend pre-admission counselling were sent an 
information sheet (see Appendix C) at home. They were then contacted by phone, 
and if they wished to participate in the study, an appointment was arranged at their 
home, so that the measures detailed above, could be completed.
All participants were asked to read through the information sheets once again on 
meeting with the interviewer, questions about the interviewers professional status, and 
the study were encouraged and answered accordingly.
On confirming a decision to take part in the study, aU participants were asked to 
complete a consent form (see Appendix C). Demographic details were then recorded. 
Having completed this form participants were given the following instructions: "I 
would now like you to fill in a series of questionnaires. There are quite a few to 
complete, so please do not spend too much time on any one question. It is your first 
reaction to the question that is important. There are no right or wrong answers, it is 
your own opinion that is important. Do you have any questions? (These were 
answered accordingly)... Here is the first questionnaire" The questionnaires were 
given to the participant individually, in a standard order. Each questionnaire included 
written instructions which participants were asked to read. If participants appeared 
to be confused or hesitated, they were asked if they needed further help, which was 
given accordingly. However, verbal information was kept to a minimum so that a 
standard approach could be maintained.
On completion of the questionnaires, the postoperative measures were explained to the 
participant in detail. The participant was then asked if they had any questions about 
the research as a way of debriefing. However, responseswere given with care, to 
ensure that they did not in anyway bias preoperative measures. A de-briefing sheet
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was also given to participants explaining the purpose of the study (see Appendix D).
Postoperative measures were taken by members of the pain management team. They 
were then collected by the researcher, and the pre- and postoperative measures were 
collated.
4. Results
4.1 : Differences between those choosing and not choosing to attend counselling
The difference between the two groups was calculated using two tailed independent 
T tests.
Table 1: The difference between preoperative measures for those choosing and not 
choosing to attend counselling, using a pooled variance estimate
Variable
Those attending 
counselling(p2  IS )
Those not 
attending ( ^ - 1 ^  
counselling
T
value
2 tail 
probability
X SD X SD
State anxiety 45.133 6.653 43.188 15.065 0.46 NS
Trait anxiety 45.133 7.539 40.688 8.538 1.53 NS
PLC Scale 49.267 12.669 61.75 10.318 3.02 0.001
Chance 18.067 3.751 13.563 3.286 3.56 0.001
Powerful others 18.467 5.097 14.875 5.252 1.93 NS
Internal 21.133 3.701 25.125 4.951 2.53 0.05
Krantz 12.333 1.988 14.875 2.271 3.35 0.01
Past experience (5) ^ 2.333 1.291 2.000 1.966 0.55 NS
Past experience (6) 2.267 1.387 2.125 1.976 0.23 NS
Other experience (3) 1.133 1.457 0.688 1.493 0.84 NS
Other experience (4) 1.133 1.457 0.688 1.493 1.05 NS
Perceived pain experience (1) 6.553 2.696 6.438 1.965 0.11 NS
Perceived pain experience (2) 6.933 2.052 6.063 1.879 1.23 NS
Perceived pain experience (3) 3.267 1.624 2.188 1.167 2.13 0.05
Perceived pain experience (4) 2.133 0.640 2.438 0.512 1.47 NS
ricVv ; 1É> cXx-Vq cL I (L ffccX
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There was a particularly wide individual variability in scores on the preoperative 
measures relating to anxiety, pain, multidimensional health locus of control, and 
perceived pain experience for both groups (see Table 1). The first three of these 
measures are sensitive to individual differences on these dimensions, and so are able 
to distinguish between individuals, and therefore may be more able to predict 
individual differences between those individuals choosing whether or not to attend pre­
admission counselling, and whether such individual characteristics effect response to 
PCA postoperatively.
Table 2 indicates that 86.66 per cent of those choosing to attend counselling, and 62.5 
per cent of those choosing not to attend counselling had had past experience of pain 
in a hospital setting. Results also showed that 46.66 per cent of those choosing to 
attend counselling, and 18.75 per cent of those choosing not to attend counselling had 
had other experiences of pain. Table 1 shows that all participants thought that their 
pain after surgery had been managed fairly well in hospital, and that they were fairly 
satisfied with this. However, Table 1 also shows that participants who had had any 
other experience of pain felt that their pain had not been managed well, and were not 
satisfied with this. Qualitative analysis revealed that these experiences related to 
conditions such as headache, earache, stomachache, toothache, period pains and 
migraine, which were treated using pain killers obtained from the chemist or 
prescribed by their general practitioner.
Table 2: Percentage of participants who had had past experience of pain
Percentage of participants 
who had past experience of 
pain due to surgeiy
Percentage of participants 
who had other experiences 
of pain
Those choosing to attend 
counselling
86.66 46.66
Those choosing not to 
attend counselling 0^ '  ^0
62.5 18.75
2h l
4.1.1: Comment on difrerences between those choosing and not choosing to 
attend counselling
As can be seen from Table 1, significant differences were found for the PLC scale 
(p< .001), the Krantz (p< .01), the chance (p< .001) and internal (p< .05) subscales 
of the MDHLC scale, and the extent to which participants believed postoperative pain 
would last (p< .05). (These were calculated for 29 degrees of freedom).
Those choosing not to attend counselling had a significantly higher level of internal 
pain locus of control, as well as a more internal health locus of control, than those 
choosing to attend counselling. Those choosing not to attend counselling also 
demonstrated a higher level of desire to be involved in their own health care, than did 
those choosing to attend counselling.
Those choosing to attend counselling believed that their health was affected by chance 
significantly more than those participants choosing not to attend counselling. Those 
choosing to attend counselling also believed that the postoperative pain they would 
experience would last significantly longer than did those who did not choose to attend 
counselling. Although not significant there was also a difference between groups on 
the powerful others subscale of the MDHLC scale: Those electing to attend
counselling had a higher mean score than those choosing not to attend, indicating that 
they felt powerfiil others (ie. Doctors) could control their health care more than they 
themselves could.
Participants did not differ significantly on their levels of preoperative state and trait 
anxiety, or the level of postoperative pain they anticipated.
Finally, the extent to which participants were satisfied with how past experience of 
pain in hospital and other experiences of pain had been managed, did not differ 
significantly between groups.
4.2; The efficacy of counselling
4.2.1 ; The effect of counselling in the short term.
The difference between measures taken before and after counselling for those 
attending counselling were calculated using 2 tailed matched T tests.
Table 3 indicates that, as for most of the preoperative measures, there was a wide 
individual variability in scores on the post counselling measures. Hence, those 
individual differences apparent before counselling seem to have remained.
None of the T scores are significant (these were calculated for 14 degrees of 
freedom), indicating that counselling did not significantly effect participants’ scores 
on the measures taken.
Table 3: The difference between scores before and after counselling
Variable
Before
counselling
After
counselling ' T
value
2 tail 
probability
X SD X SD
State anxiety 45.133 6.653 45.53 7.539 0.16 NS
Trait Anxiety 45.133 7.539 49.933 11.714 1.86 NS
PLC Scale 49.267 12.669 48.067 8.697 0.39 NS
Chance 18.067 3.751 17.867 4.897 0.12 NS
Powerful others 18.467 5.097 18.067 5.391 0.43 NS
Internal 21.133 3.701 22.733 4.728 1.06 NS
Krantz 12.333 1.988 13 2.204 1.06 NS
Perceived Pain (1) 2.333 1.291 7.267 2.187 1.26 NS
Perceived Pain (2) 2.267 1.387 7.2 2.274 0.52 NS
Perceived Pain (3) 1.133 1.457 2.867 1.060 0.81 NS
Perceived Pain (4) 1.133 1.457 2.2 0.561 0.43 NS
4.2.2: The effect o f counselling in the long run.
The difference between postoperative measures for those who had and had not 
attended counselling were calculated using 2 tailed independent T tests.
As shown in Table 4, the postoperative measures relating to anxiety and, in particular 
to levels of analgesic use indicate a large individual variability. However, very little 
variance is shown in the other measures taken. This suggests that these measures may 
have a ceiling effect.
There was a significant difference between the two groups for levels of analgesics 
used after 24 hours (p< .01) and 48 hours (p< .05) postoperatively. There was also 
a significant difference between the two groups with regard to how Ckcxj
IvecLtwvswl' WcKc\ after 48 hours postoperatively (p< .05) (These were calculated 
for 29 degrees of freedom).
Those participants who had attended counselling used significantly less analgesics than 
did those who had not, at both 24 and 48 hours postoperatively. Similarly, those who 
had attended counselling felt that their treatment had helped with their pain 
significantly more than did those who had not attended counselling.
Table 4: The difference between postoperative measures for those who did and did 
not attend counselling, using a pooled variance estimate.
Variable
Those attending 
counselling^z )
Those not
attending
counselling
T
value
2 tail 
probability
X SD X SD
Medication at 24 hours 54 27.563 95 41.884 3.20 0.01
Medication at 48 hours 54.2 31.776 94.75 51.967 2.60 0.05
Pain at 24 hours 3.333 1.397 3.500 2.221 0.25 NS
Description of pain 1.533 0.834 1.813 1.223 0.74 NS
Trouble with pain 1.133 0.516 1.250 0.775 0.49 NS
Satisfaction 2.667 0.488 2.500 0.730 0.74 NS
Management 4.000 0.655 4.063 0.929 0.22 NS
Pain at 48 hours 1.000 0.845 1.750 1.291 1.90 NS
Description of pain 0.667 0.900 1.063 0.574 1.47 NS
Trouble with pain 0.533 0.640 0.625 0.716 0.37 Nl
Satisfaction 2.933 0.258 2.563 0.629 2.12 6.OS
Management 4.600 0.507 4.438 0.727 0.72 NS
State anxiety 37.333 4.821 39.5 12.894 0.61 NS
Trait anxiety 40.267 7.275 40 9.367 0.09 NS
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4.2.3; The effect o f counselling on anxiety in the long term
The difference between levels of state and trait anxiety, pre- and postoperatively for 
counselled and non-counselled groups was calculated using two, two way analyses of 
variance. (The between subject variable being group; counselled vs non-counselled, 
and the within subject variable being time; preoperative vs postoperative).
Table 5: Mean scores for both groups on state and trait anxiety pre- and
postoperatively
Preoperative Postoperative
Variable
Counselled Non^om^selled C oni^e^^ Non-counselled
State 45.133 43.188 37.333 39.500
anxiety
Trait 45.133 40.688 40.267 40.000
anxiety
As can be seen from Table 6, although state anxiety varied significantly across time 
(F = 7.78, p < .001), there was no significant main effect of group or interaction 
between group and time, indicating that counselling had no sigmficant effect on levels 
of state anxiety in the long term.
Table 6: The effect of counselling on state and trait anxiety in the long run.
Source
Variable Group Time
Grou][) by time
F value Significance F value Significance F value Significance
State
Anxiety
0.00 NS 7.78 0.001 1.00 NS
Trait
Anxiety
0.82 NS 3.81 0.01 2.16 NS
Similarly, although trait anxiety varied significantly across time (F = 3.81, p <  ,01), 
there was no significant main effect of group or interaction between group and time, 
indicating that counselling had no significant effects on levels of trait anxiety in the 
long term.
4.3: The effect o f past experience o f pain on postoperative recovery 
4.3.1: Past experience o f pain due to surgery
Participants rated their satisfaction with how past experiences of pain had been 
controlled using a 5 point Likert type scale, (see Appendix B for details). These 
scores were used to discriminate between those who had had, positive as opposed to 
negative, experiences of both pain due to surgery, and other types of pain. Scores 
were then recoded to provide two categories of participants: Those with scores below 
3 were categorized as not satisfied, and those with scores of 3 and above were 
categorized as satisfied.
The difference between postoperative measures for those who had positive and 
negative experiences of pain due to surgery were calculated using 2 tailed independent 
T tests. (These were calculated for 29 degrees of freedom).
As can be seen from Table 7 none of the T scores are significant indicating that this 
type of past pain experience did not significantly effect participants recovery 
postoperatively.
4.3.2: Other types o f past pain experience
The difference between postoperative measures for those who had had positive and 
negative experiences of pain due to causes other than surgery were calculated using 
2 tailed independent T tests. (These were calculated for 29 degrees of freedom).
Table 7: The difference between postoperative measures for those who had and had
not had positive experiences of pain due to surgery.
Variable
Positive
experience
(y\=16)
Negative 
experience 
(A = 15)
T
value
2 tail 
probability
X SD X SD
Medication at 24 hours 70.500 46.555 80.1333 34.575 0.65 NS
Medication at 48 hours 73.4375 53.338 76.9333 41.924 0.20 NS
Pain at 24 hours 3.25 1.693 3.6 2.028 0.52 NS
Description of pain 1.75 1.065 1.6 1.056 0.39 NS
Trouble with pain 1.875 0.750 1.2 0.561 0.05 NS
Satisfaction 2.6250 0.619 2.5333 0.640 0.41 NS
Management 4.1250 0.719 3.9333 0.844 0.66 NS
Pain at 48 hours 1.1875 0.834 1.6 1.404 1.00 NS
Description of pain 0.8125 0.911 0.9333 0.594 0.43 NS
Trouble with pain 0.5625 0.727 0.6 0.632 0.15 NS
Satisfaction 2.8125 0.544 2.6667 0.488 0.78 NS
Management 4.5625 0.629 4.4667 0.640 0.42 NS
State anxiety 39.25 7.371 37.6 12.011 0.46 NS
Trait anxiety 41.3750 7.999 38.0 8.645 0.86 NS
As Table 8 shows, significant differences were found for pain after 24 hours (p < .05); 
satisfaction with treatment after 24 hours (p < .05); satisfaction with pain management 
after 24 hours (p<.05); trouble due to pain (p<.05) and satisfaction with pain 
management at 48 hours (p< .05).
As explained above qualitative analysis of the data revealed that participants past 
experience of pain other than that related to surgical procedures was due to migraine, 
headaches, stomachache, earache, toothache and period pains. Those who had had 
positive experiences of these, reported significantly higher levels of pain at 24 hours 
postoperatively, less satisfaction with treatment and pain management at 24 hours, 
more trouble with pain at 48 hours, and less satisfaction with pain management at 48 
hours.
Table 8: The difference between postoperative measures for those who had and had
not had positive experiences of other types of pain
Variable
Positive
experience
(n= 8)
Negative
experience
(a= 23)
T
value
2 tail 
probability
X SD X SD
Medication at 24 hours 57.8750 46.323 81.1739 37.972 1.41 NS
Medication at 48 hours 62.1250 40.523 78.6087 49.910 0.69 NS
Pain at 24 hours 4.5000 1.690 3.0435 1.770 2.03 0.05
Description of pain 1.3750 1.744 1.7826 1.126 0.95 NS
Trouble with pain 1.3750 0.518 1.1304 0.694 0.91 NS
Satisfaction 2.1250 0.641 2.7391 0.541 2.64 0.05
Management 3.6320 0.518 4.1739 0.834 1.74 0.05
Pain at 48 hours 1.5 0.926 1.3478 1.229 0.32 NS
Description of pain 1.0 0.756 0.8261 0.778 0.55 NS
Trouble with pain 1.0 0.535 0.4348 0.662 2.17 0.05
Satisfaction 2.7500 0.707 2.7391 0.449 0.05 NS
Management 4.1250 0.641 4.6522 0.573 2.18 0.05
State anxiety 42.2500 5.523 37.1304 10.631 1.29 NS
Trait anxiety 42.3750 7.745 39.3478 8.483 0.89 NS
4.4: Do the preoperative measures predict postoperative outcomes?
4.4.1: Factor analysis o f outcome measures
In order to facilitate the process of examining whether the preoperative measures were 
able to predict participants’ scores on the postoperative measures, a factor analysis 
was firstly carried out on the outcome measures to identify any clusters of variables 
that may be related.
The factor analysis of the outcome measures revealed 3 factors (all with an eigen 
value greater than 1.5), which accounted for 61.8 per cent of the variance (see Table
9).
The factors were rotated (varimax rotation) and the resulting factor loadings are 
recorded in Table 10.
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Table 9: Factor analysis of the outcome measures
Factor Eigen value Percent of variance Cumulative Percentage
1 5.014 35.8 35.8
2 2.082 14.9 50.7
3 1.554 11.1 61.8
Table 10: Item loadings on the three factors
Variable Item loadings on 
factor one
Item loadings on 
factor two
Item loadings on 
factor three
Postoperative 
trait anxiety
0.766
Pain level - 48 hours 
postoperatively
0.719 0.463
Pain level - 24 hours 
postoperatively
0.719
Management - 48 
hours
-0.718 - 0.495
Postoperative 
state anxiety
0.717
Trouble with pain - 
48 hours
0.567 0.438
Pain description - 
48 hours
0.497 0.315
Satisfaction - 
48 hours
- 0.391
Satisfaction - 
24 hours
- 0.778
Trouble with pain - 
24 hours
0.772 0.414
Management - 
24 hours
- 0.756
Pain description - 
24 hours
0.363 0.413 0.312
Medication - 
24 hours
0.909
Medication - 
48 hours
0.889
The strength of weighting on items in each factor seem to relate in general to 3 
different areas. Firstly, for factor one, items most heavily weighted relate to pain 
levels, satisfaction and anxiety 48 postoperatively . For factor two, those items most 
heavily weighted seem to relate to pain levels and satisfaction 24 hours 
postoperatively. Finally, those items most heavily weighted for factor 3 relate to level 
of medication both 24 and 48 hours postoperatively.
4.4.2: Regression analysis
In order to examine whether the preoperative measures were able to predict 
participants’ scores on the postoperative measures, 3 regression equations were built; 
(one for each of the factors revealed by the preceding factor analysis), so that the 
ability of the preoperative measures to predict each of these could be assessed in turn. 
The outcomes of these analyses are reported below.
4.4.2.1  : Do the preoperative measures predict the level o f postoperative pain, 
level o f satisfaction with pain management, trouble with pain reported, and 
anxiety levels at 48 hours?
Table 11: Multiple regression using preoperative measures to predict Factor 1
Dependent variable Multiple Adjusted F value Significant of F
R
Factor one 0.74197 0.10102 1.22476 0.3493
The results of the regression analysis reported in Table 11 indicate that none of the 
preoperative measures predict the outcome factors represented by factor one.
1
4.4 .2 .2: Do the preoperative measures predict the level satisfaction with pain 
management, and treatment, and trouble with pain reported at 24 hours?
Tablê_12: Multiple regression using preoperative measures to predict Factor 2
Dependent variable Multiple
R
Adjusted
R^
F value Significant of F
Factor two 0.6644 -0.11698 0.79054 0.6726
The results of the regression analysis reported in Table 12 indicate that none of the 
preoperative measures predict the outcome factors represented by factor 2.
4.4.2 .3: Do the preoperative measures predict the level o f postoperative 
medication taken at 24 and 48 hours?
TableJLl: Multiple regression using preoperative measures to predict factor 3
Dependent variable Multiple
R
Adjusted
R^
F value Significant of F
Factor three 0.68615 - 0.05840 0.88964 0.5881
The results of the regression analysis reported in Table 13 indicate that none of the 
preoperative measures predict the outcome factors represented by factor 3.
The non significant results of the three regression analyses may reflect the ceiling 
effect observed earlier in many of the postoperative measures.
4.5 Summary
The preoperative scores demonstrated distinct differences between the two groups on 
a number of measures. Namely, those electing to attend counselling had significantly 
higher scores on the chance subsale of the MDHLC scale and believed that pain would
last longer than did the other group. Whereas those electing not to attend counselling 
had significantly higher scores on the internal subsale of the MDHLC scale, the Kantz 
and PLC scale.
However, the preoperative measures were not able to predict whether such 
characteristics effect response to PC A postoperatively, as shown by the non significant 
results of the multiple regression analyses.
Finally, counselling did not seem to have a significant effect on participants scores in 
either the short or long term, as shown by the non significant results of the T tests 
carried out to compare mean scores of the counselled group before and after 
counselling, and mean scores on postoperative measures of both groups.
Possible explanations for these results are discussed in more detail below.
B Z
5: Discussion
5.1: Differences between those choosing and not choosing to attend counselling
It was hypothesized that there would be no individual differences between groups on 
measures of past experience of pain and surgery or trait anxiety. Analysis of the 
preoperative measures revealed that this was the case: No significant differences were 
found between the two groups for these factors. Other studies have also reported 
similar results (eg Wallace, 1985).
It was also hypothesized that those with moderate levels of anxiety and/or internal 
locus of control would be more likely to attend counselling than those with higher or 
very low levels of anxiety and/or an external locus of control. However, analysis of 
the preoperative measures showed that there was no significant difference between 
groups on levels of trait or state anxiety. A possible explanation for this with regard 
to state anxiety may be that other factors may have affected results, such as physical 
setting and circumstances in which the measures were completed. For instance, those 
who did not attend counselling filled in the questionnaires in their own homes, and 
may have been more relaxed than usual because of this. In contrast, those who 
attended the counselling filled in the measures at the hospital where the counselling 
was run. This setting may have made some participants more anxious than usual. 
Though, if this were the case, one might expect trait and state anxiety scores to be 
discrepant in both groups. For instance, state scores to be lower than trait scores for 
participants not attending counselling, and higher for those attending counselling.
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However, results showed that mean scores for these measures, both groups were very3
similar.
A further possible explanation for these results may be that measures of state and trait 
anxiety are not appropriate measures for anxiety induced by impeding surgeiy. 
Indeed, Ho et al (1988) suggest that trait anxiety in particular is a predisposition to 
become anxious in situations which involve diffuse psychological threat rather than 
the threat of physical trauma or pain. It may be that an alternative means would be
a more appropriate way of measuring anxiety in such situations. Indeed, Martinez- 
Urrutia (1975) showed that an anxiety questionnaire that measured the disposition to 
anxiety about surgery was more predictive than was general trait anxiety of anxiety 
responses to surgery. Although this questionnaire measured responses to surgeiy, it 
could be argued that such a tool might be a more appropriate means of measuring 
anxiety preoperatively since the situation is related to threat of physical trauma and 
pain.
Although no significant difference was found between groups for state and trait 
anxiety, analysis did reveal a significant difference on the PLC scale; internal and 
chance subscales of the MDHLC scale, and the Krantz.
It was hypothesized that those with internal locus of control would be more likely to 
attend counselling. However, results revealed that those participants choosing to 
attend counselling had a significantly lower mean score on the internal subscale of the 
MDHLC scale and the PLC scale, than did those choosing not to attend counselling. 
This implies that those choosing to attend counselling felt that they were less able to 
control their health and well being, than those who chose not to attend counselling. 
Indeed, results also showed that participants choosing to attend coimselling also had 
noticeably higher (although not significantly) scores on the powerful others subscale 
of the MDHLC scale, indicating that they felt powerful others (eg doctors, and 
nurses) could control their health more than they themselves could. Scores on the 
Krantz were also significantly lower for those who chose to attend counselling, 
indicating that they had less desire to be involved in their health care than those 
participants electing not to attend coimselling. Finally, scores on the chance subscale 
of the MDHLC scale were significantly higher for those choosing to attend 
counselling. This suggests that they believed their health to be influenced by chance 
factors more so than those electing not to attend counselling.
There are several possible explanations for these results. Firstly, the fact that those 
choosing not to attend counselling felt in control of their own health and well-being 
to such an extent, that any further external help would be viewed as unnecessary;
whereas those electing to attend counselling felt more inclined to do so, because it was 
run by powerful others (eg. doctors and nurses) who would, in their view, be more 
able to take control of their health than they would manage by themselves. In line 
with this argument, it might also be that the higher Krantz scores of those choosing 
not to attend counselling are a result of them previously seeking out other ways of 
involving themselves in their own health care. For instance, seeking out information 
from friends and family, as well as other professionals. It may also be the case that 
some of those who did not attend counselling did not actually fail to do so by choice. 
A small study carried out at the same hospital as the present study (Watts, 1993) 
revealed that only a third of patients undergoing hysterectomies had been told about 
the pre-admission counselling group. If true for the present study, it would follow 
that up to a third of the participants not attending counselling, did not have the 
relevant information, and so might otherwise have attended.
In contrast, those choosing to attend counselling may have been influenced by factors 
overlooked in the present study. For instance, the decision to attend counselling may 
have been influenced by family and friends, and in this sense, not have been solely 
the result of factors such as those measured. This explanation may account for why 
the chance scores of those attending counselling were significantly higher than those 
not attending.
Finally, it could be that a more accurate way of distinguishing between individuals 
choosing and not choosing to attend counselling would be to measure coping style 
rather than, or in addition to, the factors used for this study. For instance. Miller 
(1987) validated a questionnaire for distinguishing between coping styles. 
Furthermore, Steptoe and O’Sullivan (1986) demonstrated some validity for this 
distinction as applied to gynaecological surgery patients. The present study seems 
limited in that such a measure was not taken. Future research might include such a 
measure, and also consider any relationship it may have between the PLC scale, 
MDHLC scale and coping style.
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5.2: The efficacy o f counselliiig
5.2.1: The efficacy of counselling in the short term
Analysis of the pre and postcounselling measures revealed that there were no 
significant differences between scores of those who had attended counselling. This 
suggests that in the short term at least, counselling had no significant efiects with 
regard to the measures taken. Previous studies have reported similar results, with 
regard to measures concerning control over one’s own health care (eg. PLC scale; 
MDHLC scale and the Krantz), suggesting that in giving information, patients feeling 
of control is not altered. (Salmon, 1994).
There was however, a noticeable (although not significant) increase in trait anxiety. 
Since the post counselling measures were taken immediately after the group, this may 
have been due to the effect of new information, which was initially anxiety provoking. 
Indeed, postoperative measures showed that trait anxiety was no longer at such a high 
level for this group. This pattern is similar to that reported by Johnston (1980), who 
found that patients demonstrated elevated anxiety levels before admission, and up to 
a week before surgery. Secondly, a measure of anxiety in reaction to information 
regarding surgery, other than psychological threat, such as that developed by 
Martinez-Urrutia (1975) may have been more ^propriately used here.
5.2.2: The efficacy o f counselling in the long term
It was hypothesized that those choosing to attend counselling would have a tendency 
to experience lower levels of anxiety postoperatively. A two way analysis of variance 
of state and trait anxiety across time, and between groups revealed that although both 
state and trait anxiety were significantly lower post, as compared to preoperatively, 
this was not due to any effect that coimselling may have had. Similarly, results from 
two tailed independent T tests showed that postoperative levels of neither state or trait 
anxiety differed significantly between groups.
It was also hypothesized that postoperatively, those who had attended counselling 
would have a tendency to experience lower levels of pain, and higher satisfaction with 
pain management, as compared to those not attending counselling. However, analysis 
of the postoperative measures using two tailed independent T tests showed that 
measures for the groups did not differ significantly for either pain or scores relating 
to satisfaction with pain management. There are several possible explanations for 
this.
As noted in the results section, very little variance is shown in the majority of the 
postoperative measures for both groups. This suggests that these measures may have 
a ceiling effect. However, the lack of variance might also be explained in other 
ways. Indeed, given the noticeable individual variability demonstrated in the 
preoperative measures for both groups, it would seem that factors other than those 
measured in the present study influenced postoperative measures, thus making them, 
in general uniform.
Firstly, as Mavrias et al (1990) found, patients receiving information two weeks 
before surgery did not differ significantly in state anxiety or pain ratings 
postoperatively, from those not receiving such information. Similarly, other studies 
have reported that provision of information has not been associated with better 
recovery, (eg. Andrew 1970; Epstein 1973). It may be that pre-admission counselling 
had no effect on patients postoperative state in the present study.
However, it could be argued that other factors may have influenced postoperative 
scores that were not measured in the present study. For instance, Salmon (1994) 
suggests that support on the surgical ward, relating to factors such as recognition of 
patients’ concerns may influence postoperative recovery. Such factors may then 
influence postoperative factors such as satisfaction with pain management methods 
such as PCA. Using this type of explanation, it could then be argued that the lack 
of variance noted in all participants’ postoperative scores may have been due to 
support on the surgical ward, to which all patients were exposed. Indeed, at both 24 
hours and 48 hours postoperatively, participants in both groups reported high levels
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of satisfaction with their pain management. Furthermore, a small study carried out 
at the same hospital (Watts, 1993) indicated that all participants felt that nursing care 
and support was of a wery high standard on the ward where the present study was 
carried out. It may then have been useful to include a questionnaire to measure this 
aspect of postoperative recovery.
A further factor that might influence postoperative recoveiy may be support external 
to the hospital setting, such as that from friends and family. Such influences are 
powerful, and could indeed play a role in postoperative recoveiy. The literature 
relating to children’s experience of painful medical and surgical procedure suggests 
that familial influences are powerful predictors of recovery (Graham, 1991). 
However, veiy little research has been carried out in relation to adult experiences. 
Future research might benefit from looking at the modifying effect such influences 
have upon postoperative recovery, as well as preoperative state.
Finally, it was hypothesized that those who had attended counselling would experience 
lower levels of drug dosage postoperatively, than would those who had not attended 
counselling. Analysis of the postoperative measures using two tailed independent T 
tests revealed that this was the case, with the counselled group using significantly less 
analgesics at both 24 and 48 hours postoperatively, than the non-counselled group. 
Other studies have reported similar results (ie. Wallace 1986), and argue that through 
provision of information, patients feel more in control of their situation and therefore 
needed lower levels of analgesics to cope with their pain. In the case of the present 
study, it may further be argued that the information given at the counselling group 
regarding how to work the PCA machines eflectively also led to patients using the 
machines less, since they knew precisely when to inject themselves, other than 
pressing them very often "just to make sure", as those who did not attend counselling 
may have done. Indeed, this explanation is reflected by the results of Watts’ (1993) 
study carried out at the same hospital, regarding the use of PCA.
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5.3: Do the preoperative measures predict postoperative outcome?
Three regression analyses were carried out in order to analyse whether preoperative 
measures predicted postoperative outcome factors. None of these were significant, 
suggesting that none of the preoperative measures were able to predict the 
postoperative outcome factors. These results could be explained by the ceiling eficct 
noted in the postoperative measures earlier. However, as discussed above, it is also 
possible that the postoperative scores were also influenced by factors not measured in 
the present study.
5.4: Individual differences, past experience and pain outcome
It was hypothesized that positive past experience of pain and surgeiy would lead to 
lower levels of postoperative pain, anxiety, drug dosage and higher satisfaction in 
PCA than would negative experiences of pain. A distinction between individuals who 
had and had not had past experience of surgery and pain within the two groups was 
made by recoding the data.
Results from two tailed independent T test showed that there were no significant 
differences between postoperative measures of those who had and had not had positive 
experiences of pain due to surgery. A possible explanation for this may be that other 
factors, not accounted for in the present study influenced postoperative recovery. For 
instance, as discussed above, it could be that factors such as ward support and familial 
influences may have a more powerful effect on recovery than just past experience of 
pain; or may have a modifying effect on past experience. It would, therefore, be 
advisable for future studies to take such factors into account when considering the 
impact of past experience on postoperative recovery.
Analysis of postoperative measures also revealed that there were several significant 
differences between those who had and had not had positive experiences of pain due 
to headaches, migraine, toothache, earache, stomachache and period pains. Those 
who had had positive experiences of pain due to these complaints reported
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significantly higher levels of pain at 24 hours postoperatively, less satisfaction with 
treatment and pain management at 24 hours, more trouble with their pain at 48 hours 
and less satisfaction with pain management at 48 hours postoperatively, than those 
who had had negative experiences.
Therefore results demonstrated that rather than lowering pain levels and increasing 
satisfaction with treatment and pain management, the opposite occurred for those 
participants who had had positive experiences of pain. There are a couple of possible 
explanations for this.
Firstly, it could be that for those who found relief from pain felt more in control of 
managing this at home. However, experiencing pain postoperatively in a setting alien 
to them, such as hospital, may have led them to feel that they were less able to take 
control of the situation. Therefore experiencing more trouble with their pain, and less 
satisfaction with treatment and pain management. Although PCA as a method of pain 
management is aimed at giving the patient more control and involvement in their own 
health care, results such as these suggest that it may be useful to consider how patients 
feel they manage their own pain at home, and how they feel the hospital setting will 
affect such states.
Secondly, it could be that those who had had positive experiences of pain expected 
their postoperative pain to be far less than actually experienced, thus leading to poor 
satisfaction with treatment and pain management, as well as trouble with pain. 
However, results showed that differences between expectancies regarding the duration 
of postoperative pain did not actually lead to any significant differences in reported 
pain levels postoperatively. These results did, however, depend on the use of 
different types of measurement, a methodological problem discussed below.
It was also hypothesized that high levels of expected pain and anxiety preoperatively 
would be associated with high levels of pain and anxiety postoperatively. Analysis 
of the preoperative measures revealed that those who chose to attend counselling 
believed that their pain would last longer postoperatively (a few days) as compared
m
to those who had chosen not to attend counselling (a couple of days). However, there 
was no significant difference between the two groups regarding how intense 
participants thought their pain would be postoperatively: Mean scores of both groups 
approximating "mild pain".
As reported above no difference between groups were shown for postoperative 
measures, suggesting that either duration of perceived postoperative pain is not a good 
predictor of actual postoperative pain levels. However, it is difficult to ascertain 
whether the latter possibility is in fact true, since postoperative scores were obtained 
using a different mode of measurement than were the preoperative measures. It 
would, therefore, be advisable for any future research to use similar rating scales in 
testing such a hypothesis.
5.5: Conclusions
In this study differences were found between those who attended and did not attend 
counselling preoperatively. However, counselling did not seem to have any 
significant effect in the short or long term on the measures used in this study, apart 
from level of medication taken postoperatively. The preoperative measures were not 
found to predict any of the postoperative outcome variables.
It seems, from the results, that information provision does not effect postoperative 
recovery. Some previous studies (eg. Andrew 1970; Epstein 1973 and Mavrias et al 
1990) have shown similar results. It is suggested though that a possible explanation 
for this pattern of results is that other factors, such as familial influence and ward 
support affect postoperative recovery; future research should perhaps aim to measure 
these variables if a greater understanding of the psychological aspects of surgical 
recovery in relation to use of PCA is to be developed.
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O'o('(l (o vlcMicriho l.hcms(:lv('s are l)vlo\v. Rr:ul each srr.tn- >
mène a:ui ( lien hiaeUen in Ihe appropriate ei:e!e to the of ’ t II
ll'.e si.a 'einent io iialienre !io\v yoTi /ee/ ri.uht :;o\v. th a t is, a! '6 $ H [î
l.';:s Ti'.ere. are no ri"hi, or wronx anxwen;. Do not i, Ü f- 5
.-•.p«Mul loü iv.urh time rei any one sta tem ent înii ^ivo the ai'S'v.-r V Q •: =
v. l;:ei-.-venis to ilescrihe your pres.'iit feelinejs iiest. ? h ï  '2
L I t'eel cahn ...................................................................................................................  (D (T (D
‘i .  1 foel secure ............................................................................................................... ® (D (D T'
T aiu te n s e ............................................ ................................................................ ......  T  • CD iT T-
.1 T ''TT*i f n 11 (T) CD Cî) ' T;
â. I  fed  al: ease ............................................................................................................... S  -D (î 0
(i. I  [oc-1 upset ..................................................................................................................  0  0  0  0
7. I  ran presently  won-yir.g over possible misfortunes .........................................  0  0  0  0
I fed  re s te d ..................................... ............................................................................  0  0  0  0
'  Ü. I fed  anxious .............................................................................................................  0  0  0  0
10. Î fed  ccm for ta b le .......................................................................................................  0  0  0  0
11- I fed  sdf-couodent ................................................................................................... 0  0  0  0
12. I  fed  ncrcous ................................................................... .........................................  0  0) 0  0
lo. I am  j i t t e r y ..................................................................................................................  0  0  0  0
14. I  fed  "high strung" .................................................................................................. © 0  0  0
1Ô. I  am relaxed ....................................................................................................  0  0  0  0
le . I........ fed  con ten t ....................................................................................................  0  0  0  0
17. I .am w o rrie d  .7....................................................................................................  0  0  0  0
15. I fed  ovcr-e::dted and "rattled" ........................................................ ........ .......... © 0  © 0  -
20. r........ h .d  ’0,c;i.sant..................................................................................................... 0  0  0  0
;'.TAI FO R M  X -2
N A M E _______________________________________________________  D A T E ___________________
DIRECTIONS; A number of skUermmk which people have
used to describe chemselvcs arc <;ivcn below. Read each state- r
ment and cheri blacken in the appropriate circle l;o the right of v 5
the statemeni; lo indicate irow you ^ c.ncraily feel. There are no jq 3 ^
ri'iht or wrong answers. Do not spend too much time on any *.< d o c
ur.e statement; but give the answer which seems to describe ü 5 ^ >
how you generally feel. -  ^ ^
'.Î1. 1 ple:i;:;inl. ...................................................................................................................... 'D 0
22. I tire quickly ..........................................................................................................  ® ® (S ©
23. I feel iilie crying  ................................................................................................  © © © ©
21. I wish I could be as happy as others seem to b e ................................................  © © © ©
23. I am losing cut on things because I can’t make up my m ind soon enough.... © © © ©
2G. I feel re s te d ....................................................................... -........................................  ® , © ©
27. I am ‘'calm, cool, and collected” ............................................................-............... © © © ©
23. I feel that dilficultics are piling up so th.at I cannot overcome th e m   © © © ©
20. I worry too much over something th a t really doesn’t m a t te r .......................  © © © ©
30. I am h a p p y ............................................................................................... -................ © © © ©
31. I am inclined to take things h a r d .......................................................................  © © © ©
32. I lack self-confidence...............................................................................................  © © © ©
33. I feel secure ............................................................................................................... © © © ©
34. I try to avoid facing a crisis or difficult}'-................... ......................................... © © © ©
35. I feel blue ..................................................................................................................  © © © ©
36. I am c o n te n t..............................................................................................................  © © © ©
37. Some unim portant thought runs through my m.ind and bothers m e   © © © ©
33. I take disappointments so keenly th a t I can’t p u t them out of my mind .... © © © ©
30. I am a steady person ...............................................................................................  © © vl» vf*
•10. I get in a state of tension or turmoil as I think over my recent concerns and
ml © Cf, © ©
K
Multidimensional Health Locus of Control Scale.
For each of the following questions please indicate your 
answer by ringing a number according to the following 
scale.
strongly somewhat slightly slightly somewhat strongly 
disagree disagree disagree agree agree agree
A. If I get sick, it is my own behaviour which determines 
how soon I get well again.
B. Regarding my health, I can only do what my doctor tells 
me to do.
C. No matter what I do, if I am going to get sick, I will 
get sick.
D. I am in control of my health.
1 2 3 4
E. Most things that effect my health happen to me by 
accident.
F. When I get sick I am to blame.
1 2  3 4
W i
strongly somewhat slightly slightly somewhat strongly
disagree disagree disagree agree agree agree
G. Whenever I don't feel well, I should consult a medically 
trained professional.
1 2 3 4 5
II. If I take care of myself, I can avoid illness 
1 2 3 4 5
,1'.
a m ,
I. My family has a lot to do with my becoming sick or 
healthy.
J. Luck plays a big part in determining how soon'I will 
recover from an illness.
K. The main thing which effects my health is what I myself 
do.
L. My good health is largely a matter of good fortune.
1 2 3 4 5 6
M. If it's meant to be, I will stay healthy.
1 2 3 4 5 6
N. When T recover from an illness, it's usually because 
other people (for example, doctors, nurses, family,
friends) have been taking good care of me.
Strongly somewhat slightly slightly somewhat strongly
disagree disagree disagree agree agree agree
O. No matter what I do, I'm likely to get sick.
1 2 3 4 5 6
P. If I take the right actions, I can stay healthy.
1 2 3 4 5 6
Q. Health professionals control my health.
1 2 3 4 5 6
R. Having regular contact with a physician is the best way 
for me to avoid illness.
I l
y . ' . f Pain Locus of Control Scale.
For each of the following questions please indicate your 
answer by ringing a number according to the following 
scale.
strongly somewhat slightly slightly somewhat strongly 
disagree disagree disagree agree agree agree
1. I can greatly reduce how painful something is if I try,
1 2 3 4 5 6
2. I am directly responsible for how painful something is
1 2 3 4 5 6
3. I can't influence pain ^ 11 that much.
1 2 3 4 5 6
4. Something only stays painful for as long as I fail to 
control it.
5. Controlling pain is reasonably easy. 
1 2  3 4
6. If I take the right actions I can reduce how painful 
something feels.
23S
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strongly somewhat slightly slightly somewhat strongly
disagree disagree disagree agree agree agree
7. I don't think my behaviour can particularly effect my 
experience of pain.
1 2 3 _ 4 5 6
8. The main thing that effects pain is what I myself do. 
1 2 3 4 5 6
9. People don't realise how much they can do to reduce pain 
when something hurts.
1 2 3 4 5 6
10. No matter what I do, if something is painful it will be 
painful. . .
11. If I feel pain, I have the power to influence it.
1 2 3 4 5 6
12. There are lots of things I can do to control how 
painful something is.
13. Pain is mostly mind over matter. 
1 2  3 4
14. When I feel pain, I just have to let nature nin its 
course.
1 2 3 4 5 6
1%
Behavioural Subscale of the Krautz Health Opinion Survey.
Please circle your answer to indicate your agreement or 
disagreement with each of the following statements :
1. Except for serious illness, it's generally better to 
take care of your own health than to seek professional 
help.
agree / disagree (please circle)
2. It is better to rely on the judgement of doctors (who
are experts) than tç> rely on "common sense" in taking care 
of your own body.
agree / disagree (please circle)
3. Clinics and hospitals are good places to go since it's
best for medical experts to take responsibility for health
care.
agree / disagree
4. Learning how .to cure some of your own illnesses without 
contacting a physician is a good idea.
agree / disagree
5. It's almost always better to seek professional help than 
to try to treat yourself.
agree / disagree
6. Learning how to cure some of your illnesses without 
contacting a physician may create more harm than good.
agree / disagree
7. Recovery is usually quicker under the care of a doctor 
or nurse than when patients take care of themselves.
agree / disagree
8. If it costs the same. I'd rather have a doctor or nurse 
give me treatments than to do the same treatments myself.
agree / disagree
9. It is better to rely less on physicians and more on your 
own common sense when it comes to caring for your own body.
agree / disagree
^  '    —
PE R C E IV E D  P A IN  EX PER IEN C E SCALE
1 ) By drawing a cross on the line below, indicate the
likelihood that most people will experience pain after 
an operation
N o  S o m e  E x t r e m e
L i k e l i h o o d  L i k e l i h o o d  L i k e l i h o o d
2) By drawing a cross on the line below, indicate the 
likelihood that you will experience pain after an 
operation
{ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - i- - - - - - - - - - - - - - - - - - - - — - - - - - -   i
N o  S o m e  ,  _  E x t r e m e
L i k e l i h o o d  L i k e l i h o o d  "  '  L i k e l i h o o d
3) How long would you expect to experience pain after an 
operation? Please tick one box
A few hours 
A couple of days 
Several days 
A week
More than a week
O
4) After an operation what degree of pain might one
expect, even after taking analgesics? Please tick one 
box:
No pain 
'• Mild pain 
Moderate pain 
Severe pain
Previous Experience of Pain.
h) 1. Have you been in hospital before? YES/NO (please 
circle).
2. Beginning with your most recent experience:
(^2) a. Briefly, what were you in hospital for?
(Ji) b. Did you expérience pain ? YES/NO (please circle)
(m) c . How was this pain controlled?
(S) d. How well was this pain controlled ?
Not at all 
well
Moderately
well
Extremely
well
(^t-j e. How satisfied were you with this pain control ?
Not at all 
satisfied
Moderately
satisfied
Extremely
satisfied
301'
OTHER EXPERIENCES OF PAIN.
(ij Are there any other particularly painful experiences that 
you remember ? YES/NO
(2) a. How was this pain controlled?
(3J b. How well was this pain controlled ?
Not at all Moderately Extremely
well well well
(M) c . How satisfied were you with this pain control ?
Not at all Moderately Extremely
satisfied satisfied satisfied
REPEAT IF NECESSARY;
Are there any other particularly painful experiences that 
you remember ? YES/NO
(b) a. How was this pain controlled?
^ ' How well was this pain controlled ?
Not at all Moderately • ' Extremely
well well well
(^ ) c. How satisfied were you with this pain control ?
Not _ at ^ all Moderately Extremely
satisfied satisfied satisfied
Amount of Medication Used.
Name
Morphine Omnopon Pethidine Voltarol Other
(please
specify)
Total
dose
after
24
hrs.
*
Total
dose
after
48
hrs.
*
•
- ,
* Now please turn over and help the patient to complete 
the rating scales after 24 hrs and again after 48 hrs.
Thank you for your help.
Post-operative Measures.
1st Day
Please rate your pain as it is right now by putting a mark 
on the scale:
No Pain____________  ^  Worst pain
imaginable
For each of the following questions, please circle your 
answer.
In the past 24hrs have you had any pain?
O.None l.Mild 2.Uncomfortable 3.Distressing 4.Really awful
5.Excruciating
Have you had any trouble because of the pain?
O.Not at all l.A little 2.Quite a bit 3.Very much
Does the treatment you are receiving for the pain help? 
O.Not at all l.A little 2.Quite a bit 3.Very much
How do you feel we have managed your pain?
O.Poor l.Fair 2.Adequate 3.Good 4.Very good 5.Excellent
2nd Day
Please rate your pain as it is right now by putting a mark 
on the scale:
No Pain___________________________________  Worst pain
imaginable
In the past 24hrs have you had any pain?
O.None l.Mild 2.Uncomfortable 3.Distressing 4.Really awful
5.Excruciating
2^
Have you had any trouble because of the pain?
O.Not at all l.A little. 2.Quite a bit 3 .Very .much> . •
: ' . "
Does the treatment you are receiving for the pain help? 
O.Not at all l.A little 2.Quite a bit 3.Very much
How do you feel we have managed your pain?
O.Poor l.Fair 2.Adequate 3.Good 4.Very good 5.Excellent
APPENDIX C:
PATIENT INFORMATION AND CONSENT FORMS
PATIENT INFORMATION SHEET: A
THE EFFICACY OF COUNSELLING FOR ENHANCING POST-OPERATIVE PAIN 
MANAGEMENT
I would be grateful if you would read this information sheet and use 
the information to decide whether or not you would be willing to take 
part in the study described below,
I am carrying out some research looking at counselling before people 
are admitted to hospital, so that an even better service can be 
developed to help people cope with operations in the future. To carry 
out this study I will be interviewing participants for 15 minutes 
before and 10 minutes after the pre-admission counselling. During 
these interviews I will be asking people to complete a series of simple 
questionnaires. I will also be asking participants to complete some 
quick questions for the first two days after their operation, and one 
brief questionnaire. This should take about five minutes. The 
information given by the participants will be treated with strict 
confidentiality, and will not influence their stay in hospital in any 
way.
I would also like to emphasise that participation in the study will not 
affect any aspects of the participant's medical care. In the same way, 
declining to participate would also have no effect on their stay in 
hospital.
You may like to know that this research will be submitted to the 
University of Surrey as part of an MSc in Clinical Psychology. 
However, at no time would your name appear in this or other write ups 
of the study.
If you have any questions, or would like further information then I 
will be happy to provide this.
PATIENT CONSENT FORM: A
I have read the information on the attached sheet and 
I , ............ .................................................................. o f ..
give my consent to participate in the study, which includes taking part 
in the interview before and after the pre-admission counselling, and 
answering the questions and brief questionnaire after the operation, 
both of which have been explained to me by
Signed
Date
I confirm that I have explained the research procedure described in the 
information sheet.
3oâ
Finally, î would be grateful if you would sign the form overleaf to let 
me know whether or not you would be willing to participate in the 
study, and bring this with you when you come to the pre-admission 
counselling.
Signed by the person in charge of the projection 
..............................................................Date...........
The District Medical Ethical Committee has approved of the above 
statement.
Signed by the Chairman of that Committee:
..................... Date........... ..................... : ............
9 4
PATIENT INFORMATION FORM: B
PSYCHOLOGICAL REACTIONS TO PENDING OPERATIVE PROCEDURES
I would be grateful if you would read this information sheet and use 
the information to decide whether or not you would be willing to take 
part in the study described below.
I am carrying out some research looking at the way in which people 
react psychologically while waiting for operations. I will be 
investigating the way such reactions relate to post-operative 
experience, so that an even better service can be developed to help 
people cope with operations in the future. To carry out this study I 
will be interviewing participants for about 15 minutes at their home, 
before they go into hospital. I will contact you this week to arrange 
an appointment. If, however, you do not wish to take part in the 
study, please contact the gynaecology out-patient reception to notify 
me.
The information given by participants will be treated with strict 
confidentiality, and will not influence their stay in hospital in 
anyway. I would also like to emphasise that participation in the study 
will not affect any aspects of the participant's medical care, in the 
same way declining to participate would also have no effect on their 
stay in hospital.
You may like to know that this research will be submitted to the 
University of Surrey as part of an MSc in Clinical Psychology. 
However, at no time would your name appear in these or other write-ups 
of the study.
If you have any questions or would like further information then I will 
be very happy to provide this.
Finally, I would be grateful if you would sign the form overleaf to let 
me know whether or not you would be willing to participate in the 
study.
Signed by the person in charge of the project:
................................................................. Date............................. .............
The District Medical Ethical Committee has approved of the above 
statement.
Signed by the Chairman of that Committee:
................................................................. Date............................................
PATIENT CONSENT FORM: B
I have read the information on the attached sheet and 
I, .................................................................................... of
give my consent to participate in the study, which includes taking part 
in the interview at home before I go into hospital, and answering the 
questions and brief questionnaire after the operation, both of which 
have been explained to me by
Signed
Date
I confirm that I have explained the research procedure described in the 
information sheet.
Signed
P>11
APPENDIX D:
DE-BRIEFING SHEET FOR ALL PARTICIPANTS
DF-BRIEFING SHEET
THE EFFICACY OF COUNSELLING FOR ENHANCING 
POST-OPERATIVE PAIN MANAGEMENT
This study was carried out to look at the factors that differentiate 
those people who choose to attend pre-admission counselling, and those 
who do not. It was also designed to investigate how such factors may 
affect peoples post-operative experiences, such as pain levels, use of 
medication, satisfaction with how their pain is managed, and anxiety 
levels.
It is hoped that as a result of this study, an even better service may 
be provided to help people cope with operative procedures in the 
future.
If you have any questions regarding the above, please do not hesitate 
to ask me.
Thank you very much for your time and co-operation.
